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compound. Its unique pharmacologic proper- 
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most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use? 
in the treatment of peptic ulcer, functional diar- 
theas, regional enteritis and ulcerative colitis. It 
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is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “re- 
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motility of the stomach, jejunum, and colon. .. .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for Publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 16, Illinois. One 
dollar a copy. By subscription: $5.00 a year to menbers of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Wlinois, + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lokeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 


JANUARY 1956 


SCIENTIFIC ARTICLES 


Systematic Approach to Fluid Balance (Part1) . . 


W. D. Snively, Jr., M.D., M. J. Sweeney, M.D. and M. L. Wessner 


Few physicians have an easy understanding of liquid-electrolyte rela- 
tionships in health and disease. This essay—the first of two—offers a 
descriptive system of diagnosis of fluid balance problems. 


Leprosy. . . 


Robert J. Gilston, M.D. 


The Child with a Runny Nose. 


Paul Williamson, M.D. 


At one stage of life and especially at certain seasons of the year, chronic 
nasal discharge is an almost universal problem in children. Causes, 
diagnosis and treatment are considered in this essay. 


The Immediate Repair of Obstetric Lacerations 


Lovis H. Douglass, M.D. 

Some types of obstetric lacerations are likely to be overlooked—others in- 
adequately treated. This essay, mainly pictorial, concerns every physician 
doing obstetrics. 


Mediastinal Emphysema. . . . ..... 
Sol Katz, M.D. 


Practical Therapeutics—The Juvenile Diabetic . . . 


Gilbert B. Forbes, M.D. 


Diabetes in childhood is different in some respects from the same disease 
in adulthood. This essay reviews the important differences—presents the 
basic principles that underlie therapy in the young diabetic. 


The Problems and Future of General Practice, by J. S. De Tar, M.D. 
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these and other timely and informative ar- 


ticles scheduled to appear in coming issues. 


The Colostomy Patient—Psychosomatic Conference. 
Edited by Marc H. Hollender, u.p. The disabil- 
ities that accompany a colostomy are reflected in 
several spheres—physical, emotional, social. Ad- 
justments to these requires close cooperation of phy- 
sician, patient and patient's associates. 

Systematic Approach to Fivid Balance (Port 2). W. D. 
Snively, Jr., m.v., M. J. Swe€ney, m.p. and 
M, L. Wessner. This second part of a two-part 
story of liquid-electrolyte relationships carries a 
discussion of acid-base problems as well as other 
categories of fluid imbalance. 

Accident Fatality Follow-Up Study in Children Under 
Six. Harold Jacobziner, m.p. Accidents lead the 
list of causes of death in children and young 
adults. This epidemiologic study strongly implies 
methods for prevention of accidental trauma. 

The Treatment of Chronic Pulmonary Disease. Robert 
E. Nye, Jr., M.p. Many chronic pulmonary disor- 
ders fall in the category of diseases with which the 
physician will contend and will not cure. This essay 
offers a guide to management of some of those dis- 
orders—emphysema, asthma, bronchiectasis and 
pulmonary fibrosis and granulomatosis. 

Curable or Reversible Forms of Heart Disease. 
Franklin Berkman, m.p. and W. Proctor Harvey, 
M.D. Recent advances emphasize the possibility of 
salvage or even cure in cardiac patients who for- 
merly would have been doomed. Here is a practical 
approach to bedside diagnosis of reversible disorders. 

Cytelegy as an Aid to the Diagnosis of Uterine 
Cancer. Raymond F. Kaiser, M.p. As @ Screening 
device, the Papanicolaou smear technique has emrin- 
ent value for detection of uterine cancer. That point 
ts clearly substantiated by this report of the results 
of a broad survey in Tennessee. 

The General Practitioner and Drug Reactions. Ethan 
Allan Brown, M.p. When a physician understands 
the types of untoward effects of drugs and the ways 
they come about, he acquires a hind of automatic 
pilot for avoidance of serious drug reactions in his 
patients. 
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MEMO FROM THE PUBLISHER 


WE ARE SOMETIMES amused by survey results which describe the 
average reader. Who is he? How can we find him? Where does 
he live? What does he do? Allusions to this nonexistent being 
are as statistically unsignificant as the average weight of a mouse 
and an elephant; neither comes within a ton of the carefully 
computed average. 

Practically speaking, the doctor who réads GP is engaged in 
the general practice of medicine and surgery. He’s a family doc- 
tor; our readers have this much in common. Beyond that, they 
are a heterogenous assortment of individuals—each with distinct 
likes, dislikes and tastes. 

For what little it’s worth, the average GP reader is in his middle 
forties and has been in active practice for almost 18 years. He 
practices in a community of less than 50,000 people. All very 
interesting—but equally unimportant. 

This does not imply that we are not vitally concerned with 
our readers’ interests and opinions. It simply means that we 
have nothing to gain by slanting our editorial policies toward a 
mythical reader. It would be closely akin to treating the average 
patient. 

In addition to widely divergent interests, GP readers have 
varying amounts of time to devote to the literature they receive. 
Some readers have (or find) time to read every article. Others 
peruse the contents page and select a few timely, interesting 
features. 

Cogently aware that many doctors have difficulty finding time 
to read, GP prefers the short complete article to the long aca- 
demic dissertation. For the same reason, we include such eco- 
nomically written features as the “Secretary’s Newsletter” and 
**Medigrams.” These simply highlight significant news and 
progress in medicine. 

In striving to create balance, the editor must also consider where 
the doctor reads his magazines. If every doctor read them in 
short bursts, on a between-patients basis, then a digest might be 
ideal. By the same token, if all copies were read by doctors 
propped up in bed, then the greater value of discussion and re- 
view articles would be immediately apparent. The barren truth 
is that both time and place vary—and there is no average reader. 

While we would be the first to applaud the reader who finds 
time to study each issue, we also urge our readers to try spot 
reading. Pick up an issue, open it to any page and read either a 
few sentences or perhaps several paragraphs. This practice is 
heartily endorsed by Sir Winston Churchill who finds it very 
rewarding. 

Our assignment, which hasn’t changed since the first issue of 
GP was mailed in April, 1950, is simply to continue publishing 
an attractive, useful magazine which will be of real and continuing 
value to all general practitioners. —M.F.C, 
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SECRETARY'S NEWSLETTER 
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Significant Events 


Health Proposals 
Top Busy Agenda 


Folsom Seeks 
New Answer 


> Three familiar items head the Administration's social wel-— 
fare legislative agenda. Congress, which reconvened January 
3, is under pressure to add permanent and total cash disa- 
bility benefits to the social security law, adopt a modified 
version of the old reinsurance scheme, and further extend 
compulsory OASI coverage. 

In an election year, the vote—pulling power of give-away 
eee can't be overlooked. Nor can the sweeping 
political implications of the recent AFL-CIO merger. 

Rep. Jere Cooper's (D-—Tenn.) social security amendments 
bill (HR 7225) earned a first-session, last-minute endorse— 
ment by the House. Passed by a 372-31 vote, the bill is 
scheduled for early 1956 consideration by Sen. Harry Byrd's 
(D-Va.) Senate Finance Committee. 

Indications are that committee members will hear extensive 
testimony aimed at defeating HR 7225's cash disability bene— 
fits provision. The bill would also hike social security 
tax rates and increase benefit payments an estimated $2 bil- 
lion a year. 

If passed, the social security tax collector will, by 
1975, take 9 per cent of the nation's payroll. An increas- 
ingly disproportionate share of the burden will fall on 
self-employed persons. 

Although the House-—passed version does not provide for 
compulsory physician OASI coverage, that item remains on the 
legislative docket 


> Not satisfied with Administration—fostered reinsurance 
legislation, HEW Secretary Folsom wants a program combining 
government assistance with a vigorous insurance industry 
Campaign aimed at increasing membership in voluntary health 
insurance plans by expanding benefits, cutting costs—or 
both. Folsom is especially concerned with the medical care 
problems of the aged or indigent. He also wants health 
insurance plans made more attractive to rural area families 
and to cover a larger portion of major medical expenses. 

At_ his first news conference since taking office last 
August, Folsom outlined a three-point program calculated to 
achieve the Administration's objective of bringing good 
medical and hospital care to more people. The program in- 
cludes (1) accelerated research; (2) expansion of existing 
physical facilities and (3) improved voluntary health in- 
surance plans. The junior Cabinet member feels sure 
Congress will smile on his request for about $125 million to 
support medical research and $50 million to subsidize con- 
struction of research and teaching facilities. 

Folsom added that he will recommend Leonard A. Scheele's 
reappointment as U.S. Surgeon General. First appointed by 


Truman to succeed Thomas Parran in 1948, Scheele's second 
four-year term ends in April. The capable head of the USPHS 
has been a strong friend of the Academy. 
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Social Security Act 
Under Surveillance 


AFL-CIO Adopts 
Health Program 


Two Officers Attend 
Vaccine Conference 


Children Will 
Tour Capital 


> The soon—to—be—announced National Citizens Committee for 
the Study of Social Security has been termed "an ambitious 
venture" by Norman Paige, a Bozell & Jacobs public relations 
executive who probably will serve as the committee's 
executive secretary. Although the committee has not yet 
been announced, Allan Kline, past president of the American 
Farm Bureau Federation, is being urged to accept the chair-— 
manship. 

The committee will include many prominent citizens and 
will devote its efforts to a badly—needed study of the 21- 
year-old social security program. AMA Trustee F. J. L. 
Blasingame, Wharton, Tex., and Nicholas P. Dallis, a Toledo, 
Ohio, cartoonist-—physician who writes the "Rex Morgan, M.D." 
comic strip, are expected to be members of the committee. 

It_is not clear what part Bozell & Jacobs will play in the 
picture. Announcement of the termination of the consulting 
firm's brief association with the AMA is expected shortly. 


p The recent New York AFL-CIO convention clearly established 
the huge new labor organization's determination to support 
the expressed objectives of the infamous Wagner—Murray— 
Dingell bill. Stated and published objectives include na- 
tional compulsory health insurance, permanent and total 
disability insurance, and government—paid hospitalization 
for OASI beneficiaries. These objectives are more than 
vaguely reminiscent of the Communist-—dominated International 
Labor Organization (ILO) health platform. 

Expect more than a simple reaffirmation of previously 
expressed objectives. The union organization's Committee 
for the Nation's Health may soon be replaced by an agency 
which will work more vigorously to attain organized labor's 
ambitious national health goals. 

John Dingell, Jr., heir apparent to his late father's 
plan, is now in the House of Representatives. He is com-— 
mitted to support the AFL-CIO health progran. 


p» Board Chairman Malcom E. Phelps and President John R. 
Fowler attended a December 7 USPHS meeting called by Surgeon 
General Leonard Scheele to discuss a proposed one-shot Salk 
vaccine inoculation program that would stretch scanty 
vaccine supplies. 

After considering a preliminary report indicating that a 
l—cc. shot given nearly 1.5 million children proved 69 
per cent effective, assembled physicians and public health 
experts voted for the three-shot series which gives greater 
immunity. Vaccine discoverer Salk also pointed out that the 
level of immunity may shift when the vaccine is given to 
other age groups. 

NFIP President Basil O'Connor added that doctors can 


expect ample supplies of the vaccine in 1956. 


p Assembly planners have included a children's tour among 
the many 1956 Scientific Assembly highlights. For the first 


time at a medical meeting, an educational tour, timed to 
coincide with the ladies' fashion show, will give children 
an opportunity to visit local points of interest. The 
chaperoned tour will visit the Federal Bureau of Investiga-— 
tion office, the Capitol building, the Washington Zoo and 
the Smithsonian Institution. 


PLAN NOW TO ATTEND THE ACADEMY'S EIGHTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 19-22, 1956, ARMORY, WASHINGTON, D.C. A 
HOTEL RESERVATION FORM APPEARS ON PAGE 167 OF THIS ISSUE. 
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Robert E. Heerens, M.D., Rockford, Ill.; Edmund L. Douglass, 
M.D., Groton, Conn. 


liaison Committee on Voluntary Prepaid Medical Care: Francis T. 
Hopces, M.p., Chairman, 2299 Nineteenth Avenue, San Fran- 
cisco 19, Calif.; Clark Bailey, M.D., Harlan, Ky.; Robert W. 
Kullberg, M.D., Portland, Ore.; Charles L. Farrell, M.D., 
Pawtucket, R.I.; H. Thomas McGuire, M.D., New Castle, Del. 


Liaison Committee on Rural Health: Frep A. HuMPHREY, M.D., 
Chairman, Box 113, Fort Collins, Colo.; Ira L. Hancock, Jr., 
M.D., Creeds, Va.; Leland S. Evans, M.D., Las Cruces, N.M.; 
James A. Cosgriff, Sr., M.D., Olivia, Minn.; S. S. Kety, M.D., 
Picayune, Miss.; Carl D. Lusty, M.D., Meridian, Idaho; John R. 
Rodger, M.D., Bellaire, Mich. 


Building Committee: JoHN R. Fow er, M.p., Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuECHELER, M.D., Syracuse, N.Y.; 
M. B. M.D., Kansas City, Mo.; CHartes NEtson, 
M.D., Beverly Hills, Calif.; M. C. Wicinron, m.p., Hammond, 
La.; Aaron Hortanpb, M.D., Newark, N.J.; W. B. Watron, 
M.D., Belleville, Ill.; C. W. ANDERSON, M.D., Denver, Colo.; 
Grorce H. Lemon, m.p., Toledo, O. 


Committee on Insurance: C. Van Horn, Chairman, 
4843 Reading Road, Cincinnati, O.; Norman F. Coulter, M.D., 
Orlando, Fla.; George E. Burket, Jr., M.D., Kingman, Kan.; 
S. A. Garlan, M.D., New York City, N.Y.; Harry R. Soltero, 
M.D., Billings, Mont. 


Mead Johnson Scholarship Award Committee: M. B. GLisMANN, 
M.D., Chairman, 1019 North Lee, Oklahoma City 3, Okla.; 
John E. Foster, M.D., Foley, Ala.; Marjorie E. Conrad, M.D., 
Wilmington 3, Del.; Ralph E. Cross, M.D., Johnson City, 
Tenn.; Richard R. Chamberlain, M.D., Maplewood, N.J.; 
Frank D. McCarty, M.D., Sioux City, Ia. 


M & R Award Committee: Herbert W. Salter, M.D., Chairman 
4900 Euclid Avenue, Cleveland 3, O.; Jason P. Sanders, M.D., 
Shreveport, La.; Elmer C. Texter, M.D., Detroit 13, Mich. 


Liaison Committee on Civil Defense: Wituiam F. Putnam, M.D., 
Chairman, Lyme, N.H.; John O. Milligan, M.D., Seattle, 
Wash.; Stanley L. Hardy, M.D., Las Vegas, Nev. 


Committee on 1956 State Officers’ Conference: Donap H. Kast, 
M.D., Chairman, 720 Bankers Trust Building, Des Moines 9, 
la.; H. Marchmont-Robinson, M.D., Secretary, Chicago, Ill. 


Residency Review Committee for General Practice: WittiaM J. 
Suaw, M.D., Lee Hospital, Fayette, Mo.; Jesse D. RisinG, M.D., 
Kansas City 12, Kan.; Louis F. Rrvretmeyver, Jr., M.p., 
Jackson, Miss. 


Joint Committee on Industrial Medicine (liaison): Thomas H. Blake, 
M.D., Saint Albans, W. Va.; Lester D. Bibler, M.D., Indianapo- 
lis, Ind. 
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She adds her fancy: 


she looks for its delicate yet 
firm texture, cleanly scented clarity, 
and soothing, gentle lubrication, 


to your prescription facts: 
full coating; occludes as it covers 

vaginal walls; optimal spreading 

for maximum coital mixing; 

greatest spermicidal 
opportunity; blandly 
protective of the entire 
mucosal area. 


i When contraception 
is indicated 
for young married couples. 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, NEW YORK 
1N CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., TORONTO, CANADA 
MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS 
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FOUR SULFAS FOR GREATER CERTAINTY 


safety e rapid action e broadest antibacterial spectrum 


DELTAMIDE’ 


THE PREFERRED QUADRI-SULFA MIXTURE 


Deltamide combines four sulfas for a better therapeutic effect 
and remarkable freedom from toxicity. Deltamide assures: 

© effective blood levels in most patients within an hour 

@ increased solubility in the urine © low incidence of sensitization 

@ broadest spectrum of antibacterial activity 


Each Deltamide tablet or 5 cc. teaspoonful 
of good-tasting suspension supplies: 


Sulfamerazine.... . 0.167 Gm. 
0.111 Gm. 


Tablets: 
Bottles of 100 and 1000, 


Suspension: 
4 and 16 oz. bottles. 


WHEN THE SITUATION CALLS FOR SULFONAMIDES WITH PENICILLIN— 


prescrise DIR L/TAMIDE w/penicillin 


Each tablet or 5 cc. of the suspension also contains 
250,000 units of potassium penicillin G. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR & COMPANY KANKAKEE, ILLINOIS 
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John S. DeTar, M.D., president-elect of the American Academy of General 
Practice, is the author of the special feature, ‘“The Problems and Future of 
General Practice.” Basing his discussion of hospital discrimination against gen- 
eral physicians on chapter and verse compiled by the Academy’s Commission on 
Hospitals, Dr. DeTar takes up the cudgels in behalf of quick settlement of this 
pressing problem in American medicine. Bouncy Jack DeTar, whose boundless 
energy has danced him through an Horatio Alger life to a top position in the na- 
tion’s second largest medical organization, is a family physician in Milan, Mich. 


This Month’s Authors 


Louis H. Douglass, M.D., author of “The Immediate Repair of Obstetric 
Lacerations,” retired last June amid high honors from the University of Maryland 
School of Medicine, where he was professor of obstetrics, and where he had 
spent most of his professional life. A native Virginian, Dr. Douglass is a graduate 
of the University of Maryland School of Medicine, took his internship and 
residency at University Hospital. Dr. Douglass served in the United States Navy 
during World War I, in 1935 was made Obstetrician-in-Chief of the Baltimore 
City Hospitals. 


Gilbert B. Forbes, M.D., who wrote "The Juvenile Diabetic,” is associate pro- 
fessor of pediatrics at the University of Rochester (N.Y.) School of Medicine 
and Dentistry. He says his training has been a mixture of clinical medicine, 
teaching and laboratory research, that his interest in metabolic disease was first 
stimulated by two fine teachers, that his two young daughters have continued 
his education, teaching him much about practical pediatric problems. In his 
spare moments, Dr. Forbes guides a lawn mower and wields a hoe—he and his 
wife devoting leisure hours to the manicuring of a one-acre plot. 


W. D. Snively, Jr., M.D., an AAGP member and vice-president and director 
of the medical department at Mead Johnson and Company, Evansville, Ind., col- 
laborated with his co-workers there, Dr. M. J. Sweeney and Dr. M. L. Wessner, 
to produce the two-part article, “Systematic Approach to Fluid Balance,” which 
starts in this issue and will be continued in the February GP. Dr. Snively, who 
holds membership in the American Medical Writers’ Association, has written 
prolifically for many scientific journals and has appeared previously in the col- 


umns of GP. 


Paul Williamson, M.D. was born in Missouri and has been shown many 
things. In his own words, he “knocked about the world before taking up the 
study of medicine, serving at various times as radio actor, publicity man, back- 
woods pilot.” Dr. Williamson took his medical degree at the University of 
Oklahoma, served for a time as director of the General Practice Clinic at the 
University of Tennessee School of Medicine. Long an advocate of the general 
practitioner, Dr. Williamson is an active member of the AAGP. He makes his 
home in New Mexico, from where he sent us “The Child with a Runny Nose.” 
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simple, comfortable, effective 


COTTON 


COLLAR® | 


CAN BE USED IN CASES OF: arthritides, fibrositis, brachial 
neuropathy, radiculitis, the neck-shoulder-hand syndrome, 
muscle injuries and subluxation of vertebral articular facets. 


HELPFUL IN: taking X-rays in cases of acute injuries, in infec- 
tions, exposure to cold and dampness, neurologic lesions, polio- 
myelitis, and post-operative care. 

HAS BEEN USED: in cases of certain ear conditions, in cases 
where casts or braces were formerly used, in occipital neuritis 
and painful swallowing. The Lewin Cotton Collar has also 
been used in conjunction with the Jackson Pillow or head trac- 
tion or with the Tractolator. 


SUPPORTS, PREVENTS FURTHER INJURY, PROTECTS AGAINST 
DRAFTS. HELPS RETAIN BODY HEAT, COMFORTABLE. CRE- 
ATES MILD TRACTION, REMINDS PATIENT TO BE CAREFUL. 


* As described in THE JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION, Vol. 155, No. 13, July 24, 1954. 
S. H. CAMP AND COMPANY, Jackson, Michigan 
World’s Largest Manufacturers of Anatomical Supports 
OFFICES: 200 Madison Ave., New York; Merchandise Mart, Chicago 
FACTORIES: Windsor, Ontario; London, England 
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Yours Truly... 


LETTERS FROM OUR READERS ; 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Blasts “‘Shot-gun” Therapy 


Dear Sir: 

Just a note to let you know that I enjoyed the September 
issue. I was very impressed with the methods used by Dr. 
Jarvis in increasing the efficiency of a busy general practice. 
However, I am sure that my sentiments will be shared by 
many others in regard to his sample case history. 

Although the information rendered in that case was mere- 
ly an illustration of office organization, I shudder every time 
I see an anemia treated by shot-gun therapy. This 51-year- 
old woman with a hemoglobin of 66 per cent was filled with 
liver extract, folic acid, ferrous sulfate and multivitamins. 

I somehow feel that our pharmaceutical houses are to 
blame with their blatant advertising of pan-hematinics. 

We as physicians must realize that in the majority of cases, 
an appreciable anemia is a sign of underlying disease. It is 
only the unusual case that warrants urgent therapy without 
the establishment of the etiologic diagnosis. 

Sytvan H. SARASOHN, M.D. 
Malibu, Calif. 


Dear Sir: 

The article by Dr. J. R. Jarvis on page 139 of the Sep- 
tember, 1955 GP has so many valuable features that I was 
shocked to read his treatment of what appears to be a simple 
iron deficiency anemia with a veritable battery of drugs. 

Will you please tell me if liver extract, folic acid, thiamin 
and vitamins are needed for the type of anemia described? 


James E. REEVES, M.D. 
San Diego, Calif. 


Dr. Jarvis was asked to reply to Drs. Sarasohn and 


Reeves’ comments concerning his September GP article. His 
comments follow. —Mepicat Eprror 
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Dear Sir: 

Thanks for your communication concerning my article 
and some of the letters you have received concerning the 
case history. I might make the following comments: 

Many scientific doctors “‘cannot see the woods for the 
trees.” Granted liver therapy is not necessary from a re- 
searcher’s viewpoint but the problem in many such cases is 
not the anemia per se, but the patient as a whole. Here is a 
patient with family troubles, poor appetite and secondary 
iron deficiency. Let’s see what happens on scientific therapy. 

I tell her—‘‘Take one iron tablet three times daily. Don’t 
expect to feel better for six to eight weeks as it takes that 
long to correct the anemia. Come back in two months and [ll 
repeat the blood count. In the meantime, try and straighten 
out your family troubles.” What happens? Week after next 
she goes to another doctor who is more interested in her. 

I contend liver shots and vitamins do not injure one’s 
health or retard correction of the anemia. It is justified psy- 
chotherapy to have a reason for the patient to return weekly 
to help work out the rest of her problems. There is more 
value in “shot-gun” therapy, in this type of patient, than 
just the blood response to the agents. 

There is also the response of the patient’s attitude toward 
the doctor—is the doctor interested in trying to get me 
well as quickly as possible ? In other words, why not use liver 
shots as psychosomatic therapy the same as any other method 
if it improves the patient’s well-being? 

Frankly, most of my iron deficiency anemia patients are 
given iron alone; however, I feel that there is definitely a 
place for “shots” in this type of patient with an iron defi- 
ciency anemia where such shots are used intentionally as 
psychosomatic therapy, gradually weaning the patient away 
from the shots as soon as confidence in the physician is ob- 
tained, together with the patient’s general improvement. 
Van Wert, Ohio J. R. Jarvis, M.p. 
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Conservative therapy 
in hypertension 
can be made more effective 


IN MANY OF YOUR HYPERTENSIVE PATIENTS, conservative treatment with reserpine can be 


made more effective by placing the patient on safe combination therapy. 


EFFECTIVE. When combined with reserpine, the blood pressure 
lowering effects of protoveratrines A and B can be achieved with 
smaller dosage, and with marked decrease in annoying side actions. 


SAFE. Veralba/R is many physicians’ choice of combination therapy. 
It can be used routinely without causing postural hypotension or 
impairing the blood supply to the heart, brain and other vital 


organs. Dosage is simple. 


ACCURATE. Veralba/R potency is precisely defined by chemical 
assay. All active ingredients are in purified, crystalline form. 


Each Veralba/R tablet contains 0.4 mg. of protoveratrines and 
0.08 mg. of reserpine. Bottles of 100 and 1000 scored tablets. 
*Trademark 


PITMAN-MOORE COMPANY, Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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It will be interesting to learn what other readers think of 
Dr. Jarvis’ idea of “liver shots as psychosomatic therapy.” 
—Mepicat Eprror 


Right Church, Right Pew 


Dear Mr. Cahal: 
’ Concerning your “Which Foot, Which Shoe—and Why ?” 
my sincerest congratulations to you. It is very well put. 

G. W. ARENDS, M.D. 
Springfield, Ill. 


The Great American Way 


Dear Sir: 

If actually “Officialdom” has spoken for the individual 
doctor on the problem of social security, does not such ac- 
tion smack of the philosophy of life and government behind 
the Iron Curtain which all of us so much decry ? 

Please tell me why we have not had the privilege of voic- 
ing our individual desires in this most vital question ? 

GP is the finest medical literature that comes across my 
desk. 

R. E. FARRAND, M.D. 
Pasadena, Calif. 


In the interest of the individual physician, the Academy re- 
cently made a survey among 1,500 of its members concerning 
their stand on social security. In the September issue of GP, a 
blanket invitation was extended to all physicians to express their 
views through the“ Yours Truly” department. Past issues show 
that many have taken advantage of this opportunity as has the 
author of the following letter —PUBLISHER 


Dear Sir: 

In the September issue of GP I noted a letter and pub- 
lisher’s comment regarding social security for physicians. 

I should like to go on record as favoring social security. 
I feel that there is no reason to set the medical profession 
apart in this matter, as is being done. 

limagine this attitude is most prevalent among the younger 
members of the profession. 

E. B. McGrEGor, M.D. 

Lisbon, N. H. 


What Would Halstead and Cushing Say? 


Dear Dr. Hussey: 

I feel that it would be a sin of omission if someone did not 
express neurosurgical criticism of the article which appeared 
in the July, 1955 issue of GP entitled ‘Treatment of Trau- 
matic Scalp Wounds.” 

This article, which was written by Dr. I. Phillips Frohman 
for whom I have great respect as a general practitioner and 
student of internal medicine, leaves much to be desired from 
the surgical standpoint. The author describes a quick method 
of closing scalp lacerations using Michel clips over the hair 
intact edges after cleansing the wound and dusting with 
oxytetracycline powder. One or two injections of penicillin 
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are administered if there is a negative history of penicillin 
allergy. 

The principal criticism of the method described is that it 
contradicts four of the most time-tried fundamental surgical 
principles. First, it is essential in the closure of any surgical 
wound that a wide area of decontamination be provided 
around the wound edges for a safe distance. This cannot 
be accomplished with hair being present at the edges of the 
laceration. Students have been taught, and are still being 
taught by the surgical departments throughout the country, 
that the hair must be shaved in a wide margin around the 
scalp laceration to prohibit any contamination of it as a for- 
eign body in the wound. 

It is likewise important to prepare a sterile field around 
the laceration to carry out the appropriate closure. Into this 
sterile area a weak solution of procaine or other suitable 
local anesthetic may be injected to provide a nerve block for 
painless repair of the wound. When thus anesthetized, it is 
possible to inspect it carefully for foreign bodies and remove 
them, determine whether any fracture is present since many 
of these do not show on x-ray, control large bleeders by 
clamping and ligating and provide a painless, sterile field 
for the accomplishment of the next important step. 

The second fundamental is an adequate débridement of 
any and all devitalized tissue. This is especially important 
in macerated, ‘devitalized muscle and fascia. It is not felt 
necessary to wash the raw wound with soap and water or any 
other chemicals. Gentle irrigation in a widely open wound 
is not condemned, but forceful scrubbing ef the wound or 
copious solutions under pressure may drive infection into 
deep layers of the wound and nullify any benefits it might 
have. Careful removal of all dirt particles with saline mois- 
tened cotton swabs, therefore, will accomplish just as much 
and leave the raw surfaces of the tissue undamaged. Sterile 
rubber gloves and sterile drapes are employed, of course, 
during the above procedure. 

The third maligned surgical principle is that Michel clips 
per se do not approximate all anatomic layers and obliterate 
dead space. This is best accomplished by a separate line of 
interrupted sutures in the galea using an inverted knot to 
approximate this important layer of the scalp. It is particu- 
larly important in the exposed scalp below the hair line 
where a good cosmetic result is.important. Otherwise the 
galea retracts and the scar is thinner than the remaining 
scalp and forms an unsightly indentation. Where this cannot 
be accomplished because of loss of tissue, it may be neces- 
sary to insert a drain for 24 hours to prohibit any accumula- 
tion of hematoma in the wound which provides an excellent 
media for bacterial growth. Drainage was not employed in 
the author’s series, but it is of extreme value, particularly 
in extensive wounds of avulsion where it is impossible to get 
an absolutely dry wound. 

No particular criticism is advanced toward the Michel clip 
closure of the skin surface of the scalp, although most neuro- 
surgeons approximate this layer with a fine interrupted skin 
suture which does not penetrate the galea layer of the scalp 
and any superficial stitch abscess may be readily managed 
without contamination of deeper structures. Most of us feel 
that a better closure can be effected with interrupted fine silk. 
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(NALORPHINE HYDROCHLORIDE, MERCK) 


Specific and effective therapy 
for narcotic-depressed newborns 


} 


In neonatal apnea due to maternal narcosis, 
NALLINE may “= injected directly into the um- 
bilical vein of the infant to combat the depressant 
effects of the narcotic. This specific treatment 
promptly re-establishes respiration and in most 
cases usually eliminates the need for other 
methods of resuscitation. NALLINE may also be 
used prophylactically. When administered to 
narcotized parturient women five to fifteen min- 
utes before delivery, NALLINE causes a significant 
decrease in the incidence of neonatal apnea re- 
quiring revival measures. At the same time, 
NALLINE appreciably shortens the time for first 
gasp and the time for establishing respiration. 

OTHER INDICATIONS: Respiratory depression 
and circulatory collapse due to morphine, heroin, 


methadone, Dromoran®, Levo-Dromoran®", Ni- 
sentil®, Dilaudid®, Pantopon®, and Demerol®. 
SUPPLIED: In 1-cc. and 2-cc. ampuls (5 mg./cc.), 
for parenteral use. NALLINE comes within the 
scope of the Federal Narcotic Law. 

NEW DOSAGE FORM: Na.LLinE Neonatal for in- 
jection via the umbilical vein. In 1-cc. ampuls 
containing 0.2 mg. N-allyInormorphine hydro- 
chloride. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 


REFERENCE: Eckenhoff. J. FE. and Funderburg, L. W., Am. J. M. Sc. 228: 546, November 1954, 
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The fourth sound surgical principle which is violated is 
the elimination of a wound dressing. This is best provided 
by a strip of sterile gauze held in place by a single thickness 
of gauze extending around its margin which is painted with 
collodion, It thus protects the wound which has been made 
surgically clean from outside contamination. If the wound 
is large or a drain has been employed a large sterile head 
dressing is applied. The postoperative management does not 
include the administration of any antibiotics except in rare 
instances where the wound is extensive and the patient’s 
condition has not permitted a complete surgical debride- 
ment and repair. 

The routine use of penicillin is to be deplored. There are 
no short cuts to a sound surgical approach to scalp or any 
other surgical procedures and the principles layed down so 
firmly by Halstead and Cushing still prevail. 

T. SPENCE, M.D. 
Washington, D. C. 


Dear Dr. Hussey: 

It was with considerable dismay that I read the article on 
“The Treatment of Scalp Wounds” by Dr. I. P. Frohman 
in your July 1955 issue of GP. His practices and recom- 
mendations are drastically at odds with the fundamental 
principles of wound surgery. I believe it quite important, 
both for your readers as well as for the reputation of the jour- 
nal, that its tacit endorsement by publication be corrected. 

ELpRIpGE CAMPBELL, M.D. 
Albany Hospital 
Albany, N. Y. 


Author Frohman was asked to reply to the dissenting com- 
ments on his recent article. His reply is substantiated by another 
reader, Lt. Col. F. Daniel Suttenfield, who is stationed with the 
U. S. Armed Forces Medical Corps in Europe. Dr. Frohman’s 
letter and Col. Suttenfield’s commendatory message follow. 

—Mepicat Eprror 


Dear Dr. Hussey: 

Thank you very much for this opportunity to reply to 
the letters on my article, ‘Treatment of Traumatic Scalp 
Wounds.” I will try to cover only the important points in 
question. 

Contradiction of “‘time-tried” fundamental principles is 
part of life and doing, and those “fundamental principles of 
surgery” are no exception. In my series of 765 consecutive 
cases, there was not a single instance of abscess, abnormal 
scarring, nor the necessity to later debride or reclip the 
wound. The minimal amount of momentary discomfort is 
another salient feature of my method. Although the tech- 
nique is, as Dr. Spence suggests, “a contradictory proce- 
dure,” the results of 765 cases should be sufficient to stim- 
ulate the forward-thinking surgeon to consider its merits for 
trial before condemning the study. 

Students are being taught many things by many teachers 
in all departments in schools and hospitals throughout the 
country. Instructors are teaching things they were taught, 
and many of them have never attempted to improve a tech- 
hique, an instrument or a drug. 


GP January 1956 


The words “maceration and devitalized” have been used 
mercilessly in surgical literature. I would like to know just 
how any physician decides that tissue is devitalized before he 
gives it a chance to heal. Webster defines this word as “to 
deprive of life and vitality.” I have seen tissue crushed be- 
yond recognition recover, “revitalize,” and become com- 
pletely normal. Certainly in areas Such as the face, for cos- 
metic reasons we would do adequate debridement, but in the 
scalp this so-called “devitalized” tissue becomes perfectly 
normal in appearance in a few weeks following repair by my 
technique. I have seen this in my cases. I never scrub any 
wound of the scalp, but merely gently irrigate, or cotton- 
swab clean and pick the debris. 

I firmly believe, and have shown in my series, that aspi- 
ration of scalp hematoma is much more effective than drain- 
ing. The drain is a foreign body, and one of the first prin- 
ciples of surgery states that foreign bodies imbedded in tis- 
sue should be removed since irritation results. Drains, I 
believe, are used in surgery out of necessity for lack of some- 
thing better, and certainly no surgeon would install a drain 
if he could do the job otherwise. I have never seen an ab- 
scess in my 765 cases closed with Michel clips. 

Dr. Spence admits to stitch abscesses, which all of us have 
seen, but does not state how he handles the stitch abscesses 
of the tightly sutured deeper layers which may eventually 
break down the entire wound. The final insult to the scalp 
is that collodion dressing! This makes for a wonderful in- 
cubator when dumped all over the gauze! Here is the acme 
of bug breeders. I am familiar with the faults of the collodion 
dressing. I have removed a number of these, originally ap- 
plied to the scalp wound by the intern or surgeon in the 
outpatient departments of various hospitals in D.C. I have 
removed the sutures and drained a number of abscesses pro- 
duced by this “standard technique.” Has Dr. Spence ever 
inserted a thermometer under one of these? And the simple 
thin layer of gauze—is it merely to kid our surgical senso- 
rium that we are protecting this beautiful suture job from 
worldly dirt? 

Has Dr. Spence ever done a culture study of a sutured, 
collodion dressed wound on about the fourth or fifth day? 
I would shock him if I would suggest that if sutured abdom- 
inal incisions were left completely uncovered, healing might 
be better and abscesses fewer than with all the beautiful 
layers of gauze and tape usually applied according to the 
“fundamental principles.” 

The pros and cons of the routine use of penicillin are 
voluminous ; to discuss it here would be a waste of space and 
time, except that in approximately 90 per cent of the cases 
of traumatic wounds of any portion of the body, the accepted 
treatment is the use of penicillin or broad-spectrum antibi- 
otics. The omission of this “routine accepted” procedure 
may open the way for malpractice suit if any dire results oc- 
cur due to their omission in treatment. 

The resultant approximation of the thick scalp edges by 
the Michel clips is one of the main points of this article. This 
seems to have been completely overlooked by Dr. Spence. 
I believe he would have an interesting experience by pro- 
ducing a laceration (traumatic or incised) in the scalp of a 
cadaver, inserting Michel clips by my technique, and then 
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blue at breakfast? 


BONADOXIN 


(BRAND OF MECLIZINE HCI, PYRIDOXINE HC!) 


S tops morning Fifteen investigators have now con- 


firmed BONADOXIN’s efficacy. In 
287 patients treated for nausea and 


5 wkness vomiting of pregnancy, BONADOXIN 


was “of great benefit in 90.8% of the 


nee oft len “within cases.” Complete relief was often 


afforded “within a few hours.” 


a few BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet 
at bedtime. Severe cases: One at 

bedtime and onarising 
In bottles of 25 and 100, prescription 
only. Also indicated in post-radiation 
sickness, nausea following surgery, 

Méniére’s syndrome. 


1. Groskloss, H. H. et al.: 
Bonadoxin®: a-unique control for 

nausea and vomiting of pregnancy. 
Clin. Med. : 2:885 (Sept.) 1955. 
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turning it over and observing how all the layers down to the 
galea are completely approximated. 

Unfortunately I omitted a very simple point. I took it for 
granted that physicians would not feel that I dusted these 
wounds with oxytetracycline powder for any antibacterial 
effect it might have. This is done for its “crusting” effect 
which produces dryness and more rapid healing along the 
wound edges. 

Since Dr. Spence is a Washingtonian, and not too many 
minutes from my office and clinic, I would like to extend an 
invitation for him to visit with me when these cases come in, 
to observe my technique and approach, and to see first hand 
the excellent results achieved in 24 to 48 hours. 

Lastly, I am certain that if those two wonderful surgeons, 
Halstead and Cushing, were alive today, they would be the 
first to try my technique on a few hundred of their own cases 
before condemning a procedure used in 765 cases with no 
resultant infection or concomitant side effects, before con- 
demning the method sight unseen as it were. 

I. FROHMAN, M.D. 
Washington, D. C. 


Dear Sir: 

Some of us here in Europe read Dr. Frohman’s article 
"Treatment of Scalp Wounds” with keen interest. Certainly 
his series of cases is impressive, both in numbers and in ex- 
tent of time covered. 

The U. S. Armed Forces, Europe, is using the Stich’s 
Auto-clip Applicator. When this clip-applicator came to 
General Sam Seeley, Chief Surgical Consultant, he ordered 
one applicator and 1,000 clips for each fixed hospital in this 
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theatre. I have used it and have seen the results as used by 
other physicians and surgeons. The cosmetic results are un- 
questionably superior. In addition to the simplicity of use, 
it is all ready for use, and local anesthesia is needed only 
in few parts of the body surface. As you well know, and 
for obvious reasons, sepsis is far less likely to occur where 
clips are used versus sutures which are pulled through 
the skin. 

Dr. Stich and I are working on an absorbable suture, one 
which can even be medicated as desired. Considerable prog- 
ress has been made. 

I happen to know that the matter of metal clips versus the 
ordinary suturing are being critically evaluated at one or 
more U.S. surgical centers. They are very widely used in 
Europe. 

F. Dantet Sutrenriewp, Lr. Cot., M.c. 
11th Field Hospital 
APO 178, New York, N. Y. 


Eureka! 


Dear Sir: 

I must interrupt my reading of the October issue of GP to 
commend its staff on the excellent choice and presentation 
of articles which every general practitioner deserves to read. 

Thanks for a medical magazine, at last, that is instructive, 
inspirational and practical. 


A. B. Royal, M.D. 


Canton, Ohio 


A respectful bow from the waist.—PuBLISHER 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 
SulfamethyIthiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
dosage, high 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 
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IN THE MEDICAL NEWS 


E. Roger Samuel, M.D. 
Recognition from Colleagues 


A SMALL-TOWN PHYSICIAN, practicing general medicine for 42 years 
in the same spot where his father ministered half a century to the 
ill, was named ‘General Practitioner of the Year” at the recent 
AMA session in Boston. Smiling Dr. E. Roger Samuel of Mt. 
Carmel, Pa., declaresa family physician’s career the most rewarding 
in medicine, warns young doctors to collect bills promptly, not to 
overdo antibiotics in treating the common cold but to save them 
for complications. A graduate of the University of Pennsylvania 
Medical School, Dr. Samuel was cited as one who has “‘continu- 
ously devoted time and effort to public service and has served 
diligently and enthusiastically in various civic and_ religious 
groups covering a wide range of interests.”” Dr. Samuel’s can- 
didacy was initiated by the Mt. Carmel Rotary Club, bolstered by 
hundreds of testimonials from patients, colleagues, churches, 
fraternal and civic groups. Pipe-smoking AAGP member Samuel 
has delivered 2,000 babies in his 42 years of practice. 


Ira Vaughan Hiscock, M.D. 
Responsibility from A PHA 


Yate University’s Ira Vaughan Hiscock took over leadership of 
the far-flung American Public Health Association at that organi- 
zation’s recent Kansas City meetings. Dr. Hiscock, professor 
and chairman of public health at Yale, as well as chairman of the 
university’s board of health for student affairs, had already served 
APHA a year as president-elect. A native down-easterner, 
Maine-born Dr. Hiscock is a graduate of Wesleyan and Yale, a 
retired colonel in the U.S. Army. He served as chief of the Public 
Health Section of the Civil Affairs Division of the War Depart- 
ment in World War II. Dr. Hiscock has done extensive work in 
flood relief in this country, has been consultant to the U.S. Public 
Health Service and to the World Health Organization, has 
directed numerous health surveys throughout this country. 
His awards include the Army Legion of Merit. Dr. Hiscock is the 
author of a number of books in the field of public health and 
health education. 
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Lewis A. Alesen, M.D. 
Recommendations from a Committee 


Focus OF INTEREST at the recent AMA interim session 
Boston was the House of Delegates’ Reference 
Committee on Insurance and Medical Service chaired 
by Los Angelean Lewis A. Alesen. To it was referred 
by Speaker Vincent Askey, a fellow Californian, the 
controversial report of the Committee on Medical 
Practices (published in GP, July, 1955). With it came 
a half-dozen resolutions to implement the report. Out of 
packed and tense committee room hearings, doughty 
Dr. Alesen, small but Napoleonic in bearing, brought 
his committee’s report and recommendations which 
courageously rejected the AMA Board of Trustees’ 
suggestion to pigeon-hole the recommendations of the 
Medical Practices Committee, boldly demanded 
instead an all-out campaign to halt hospital discrimina- 
tion against general practitioners. Dragon slayer Ale- 
sen, who has served as president of both his county 
and state medical societies, is a graduate of the Uni- 
versity of Illinois, interned at Los Angeles County 
General Hospital, is now in private practice of surgery 
in the City of the Angels. In addition, he finds time 
to serve as associate professor of clinical surgery at the 
College of Medical Evangelists, and as vice-president 
of the Hospital Service of Southern California. 
Dr. Alesen has contributed many articles to medical 
journals, has published a book with the appropriate 
title, “The Physician’s Responsibility as a Leader.” 
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Gastric Hyperacidity: etiology 


People being people, environmental factors contribu- 
tory to gastric hyperacidity are hard to remove, even 
when their role is clearly defined. But, the physician 
has a sure, simple—even pleasant—way of relieving 
the acid distress caused by: 

* dietary indiscretion 

* nervous tension 

* emotional stress 

* food intolerances 

* excessive smoking 

* alcoholic beverages 
Gelusil promptly and effectively controls the exces- 
sive gastric acidity of “heartburn” and chronic indi- 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag- 
nesium trisilicate with the specially prepared alumi- 
num hydroxide gel. 


Free from constipation : Gelusil’s aluminum hydrox- 
ide component is specially prepared: the concentra- 
tion of aluminum ions is accordingly low; hence the 
formation of astringent—and constipating —alumi- 
num chloride is minimal. 


Free from acid rebound: Unlike soluble alkalies, 
Gelusil does not over-neutralize or alkalinize. It main- 
tains the gastric pH in a mildly acid range—that of 
maximum physiologic functioning. 


Dosage—2 tablets or 2 teaspoonfuls two hours after 
eating or when symptoms are pronounced. Each tab- 
let or teaspoonful provides: 714 gr. magnesium trisili- 
cate and 4 gr. aluminum hydroxide gel. 


Available — Gelusil Tablets in packages of 50, 100, 
1000 and 5000. Gelusil Liquid in bottles of 6 and 12 
fluidounces. 


Gelusil 


Antacid Adsorbent 


WARNER-CHILCOTT 


The Boston Tea Party 


DecemBER 1, 1955, will go down in history as an impor- 
tant date in the annals of American medicine. On that 
day, at a regular meeting in the city of Boston, the 
American Medical Association ordered an end to hos- 
pital rules and regulations that ‘“‘exclude or arbitrarily 
restrict hospital privileges for generalists as a class, re- 
gardless of their individual competence.” 

It is no exaggeration to compare the impact of this 
action with the effect of the celebrated Flexner report 
of a half century ago. In accepting the Flexner recom- 
mendations, the AMA opened a new era in medical 
education. In adopting recommendations of the Com- 
mittee on Medical Practices (which likely will come to 
be known as the Truman report), the AMA has estab- 
lished principles that will lead to a new era in hospital 
practice. By any name, the committee’s report, pub- 
lished for the first time in the July, 1955 issue of GP, 
is the result of a searching and comprehensive study. 
Following review by the AMA Board of Trustees, 
copies were mailed to every AMA delegate. The report 
discusses the disparity between fees for medical and 
fees for surgical care. 

Action taken at the Boston interim session consti- 
tutes more than lip service to “the backbone of the 
medical profession.” The resolution approved by the 
AMA House of Delegates calls for a study of the rela- 
tive value of surgical versus medical services by a 
standing committee, three-fifths of which shall be gen- 
eral practitioners. It directs that “‘all possible means be 
taken to stimulate the formation of a department of 
general practice in each medical school.” 

More important, it orders the committee to “use its 
full influence to discourage any arbitrary restrictions 
by hospitals against general practitioners as a group or 
as individuals.” (The complete resolution appears on 
page 153.) 

The dramatic event that took place in Boston last 
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month was the culmination of years of study and action 
by the American Academy of General Practice. Many 
factors and many individuals had a part in shaping the 
action. But an investigation by the Academy’s Com- 
mission on Hospitals, presented to AMA delegates and 


officers in a powerful document drawn up by Presi- 


dent-elect J. S. DeTar, was credited by everyone as the 
compelling force behind the move. The remarkable 
analysis of the problem involved is published in full in 
this issue, page 123. 

On December 16, 1773, in the same city, a group of 
dedicated and courageous leaders signified their rebel- 
lion against arbitrary discrimination by tossing a ship- 
ment of tea into the murky waters of Boston harbor. 

Last month the leaders of American medicine, who 
determine the official policy of America’s parent medi- 
cal body, figuratively tossed into the sea any and all 
rules by which general practitioners per se are relegated 
to an inferior position in hospital staff organization. 

A new era of American medicine is thus forecast. 
Changes will take place not only in hospital practices, 
but in medical education. 

But, it must be borne in mind that, like a precedent- 
making decision of the Supreme Court, some time will 
be required for implementation. And the AMA’s mili- 
tant stand to assure the growth and progress of general 
practice must not be taken to mean something it does 
not mean. 

It does not mean, for instance, that every general 
practitioner is guaranteed an appointment to the active 
staff of every hospital. It does mean that he must be af- 
forded access to the use of the hospital facilities in his 
community. 

It does not mean that every general practitioner shall 
be privileged to do anything in the hospital of which he 
feels himself capable. It does mean that he shall be 
given the opportunity to demonstrate his abilities, as 
developed by training and experience, to his colleagues 
on the staff, and that in the granting of privileges he 
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shall not be penalized merely because he is a family 
practitioner. 

Academy members who feel they are the victims of 
discrimination should also observe that the power of 
the AMA in correcting an unfair situation can be exer- 
cised only after a component county society has re- 
quested it. The merits of the respective sides in any 
local controversy must, by the terms of the Boston 
resolution, be first adjudicated by the body best quali- 
fied to judge them, the county medical society. 


What Makes Sammy Run? 


SOME TIME AGO, a GP editorial discussed the possible 
relationship of physicians’ inadequacies and impro- 
prieties of conduct to their emotional ills. The state- 
ment was made that doctors were people before they 
became doctors, and they remain much the same kind 
of people even after their years of formalized training. 
That statement was incomplete. It implied that the 
years of training have little or no influence upon the 
physician’s personality. Recently, Eron has shown that 
the formative years may have quite an important influ- 
ence—and a bad one at that. 

Eron’s studies were stimulated by the observation 
“that medical students, as a group, tend to have cer- 
tain attitudes, value systems and defenses which do not 
seem to be consonant with the demands and gratifica- 
tions of a service-oriented profession.” The reasons 
behind this disquieting observation will not be dis- 
covered without extensive research. Writing in the 
Journal of Medial Education for October, 1955, Eron 
presented one segment of that research. 

The author-psychiatrist’s investigations were con- 
ducted among medical students at Yale Medical School. 
Questionnaire-type psychologic tests were designed 
to appraise first-year and fourth-year students in three 
variables—humanitarianism, cynicism and anxiety. 

The median results for two of the variables—human- 
itarianism and anxiety—were about the same in the 
two groups of students. However, there was clear indi- 
cation that the seniors were “quite certainly more cyni- 
cal than the freshmen.” Also, by the time medical 
students had become seniors, there appeared to be a 
definite interaction among the three variables. Thus, 
students exhibiting greater degrees of anxiety were 
more cynical, and those exhibiting lesser degrees of 
anxiety were more humanitarian in their attitudes. 
There was an interesting relationship of attitudes to 
choices of specialties. Psychiatry proved to be most 
attractive to students having highest scores for anxiety 
and for cynicism. 

Eron analyzed various factors that might have ac- 
counted for the observed changes. He concluded that 
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the changes were attributable chiefly to the experiences 
of medical school life. It must not be assumed that cyni- 
cism and anxiety are inevitably associated, to the exclu- 
sion of humanitarianism. For example, in contrast to 
medical students, nursing students who were most 
anxious were significantly more humanitarian (as well 
as more cynical). 

It is to be hoped that these investigations will be ex- 
tended in both directions. Everyone who has any con- 
nection with the medical profession will want the an- 
swers to some of the questions brought into focus by 
Eron’s work. Two have a compelling force. Does the 
medical profession attract, and do the admissions com- 
mittees select, a higher proportion of people with per- 
sonality maladjustments than other professions? What 
happens to the anxious, cynical seniors as the lines of 
their lives diverge during years of training and practice ? 

The opening paragraph of this editorial referred to a 
previous bit of writing in GP. That bit carried the 
adjuring title, ‘Physician Heal Thyself.” It would seem 
to have been premature. As scientists, physicians can 
counter with “What Makes Sammy Run?” 


Come to Washington 


As A RULE, when an editorial has the word “we” in it, 
there’s only one writer expressing an opinion. He uses 
the “we” because he wants to make it clear that the 
editorial has a stronger backing than one man’s 
thoughts. Either he’s speaking for the publication, or 
he’s inveigling the readers—making them parties to 
the opinion. 

This editorial is different. When we say “‘we” here, 
that overworked pronoun has a specific meaning. We'll 
tell you about that later. First we want to say: Come to 
Washington (D.C., that is) in March. 

Unless you’re way behind in your reading, you al- 
ready know that this year’s Assembly will be held 
March 19-22 in Washington. That’s your prime, tax- 
deductible inducement for the trip. You don’t really 
need any other reason. Year by year, the Assembly 
program gets better and better. Take a look at this 
year’s schedule of lectures and exhibits, and you'll 
agree that here’s an educational opportunity you can’t 
afford to miss. 

Still, there are some other reasons for coming. (The 
Executive Secretary would call them dividends.) Of all 
cities, Washington has the grandest public buildings; 
the most trees and parks; the best taxicab service; the 
friendliest, most hospitable citizens (because they’re 
quite voteless and need your help) ; the noblest monu- 


ments; the completest zoo; the most fascinating mu- 


seums and art galleries; the easiest entertainment; the 
largest medical research institute; the most glorious 
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springtime vistas; and the only President, Vice-Presi- 
dent, Congress, Supreme Court and sundry other offi- 
cial agencies in the United States. 

Yes, you and your family will want to visit the Na- 
tional Capital in March. You won’t be disappointed. 
We know you'll enjoy the trip. We know about these 
things because Washington is our hometown.—THE 
Mepicat Eprroriat Starr. 


Bacterial Infections Complicating Measles 


In THE New England Journal of Medicine for October 
20, 1955, Weinstein discussed the disadvantages of 
attempts to prevent bacterial complications of measles 
by administration of antibiotics or sulfonamides. Thus, 
428 patients were divided into two groups, according 
to whether or not antibacterial agents had been given 
during the pre-eruptive or eruptive stages of measles, 
or both, before admission to the hospital. The preva- 
lences of complicating bacterial infections in the two 
groups at the time of hospitalization were as shown in 


the following diagram: 


130 patients received 
chemoprophylaxis. 


Patients having complicating 


298 patients did not receive 
chemoprophylaxis. 
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The secondary bacterial infections were different in 


the two groups. Pneumonia was more prevalent in. 


those patients who had received chemoprophylaxis— 
otitis media, in those who had not. Certain “difficult” 
organisms were encountered as causes of disease in pa- 
tients who had received antibacterial agents—H. influ- 
enzae, Staphylococcus aureus, K. pneumonia, Escher- 
ichia coli, Monilia. 

These data suggested that chemoprophylaxis actu- 
ally encourages the development of bacterial infections 
in measles patients. That thought was supported by 
Weinstein’s experience in the further management of 
the bacterial complications. Altogether there were 94 
patients who had such complications either before or 
after admission to the hospital. All were treated with 
appropriate antibiotics. Of this group of 94, 11 had 


clinical and bacteriologic evidence of a new infection 
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that began during the time of therapy. That rate of 
superinfections (11.6 per cent) is distinctly higher 
than the rate of 2 per cent that prevails after adminis- 
tration of antibiotics in a large variety of other infec- 
tions. 

Weinstein proposed that “the bronchitis of measles 
and young age are factors that predispose to the de- 
velopment of superinfection.” Curiously enough, one 
of those factors—the bronchitis—had seemed a plausi- 
ble excuse for giving antibiotics for the prevention of 
bacterial infections in measles patients. Thus, it was 
supposed that severe inflammation of the respiratory 
mucous membranes would predispose to bacterial in- 
vasion—that this would be forestalled by antibiotic 
treatment. If Weinstein’s results therefore seem para- 
doxical, it must be remembered that all’s not true 
that’s tried. 


“Why Patients See Doctors” 


In 1953 a sickness survey was conducted in Washing- 
ton “to get an over-all view, by random sampling, of 
the aggregate of medical practice in one particular 
state.” The principle of the survey was simple: ‘On 
four Tuesdays, spaced at three-month intervals, an 
average of one-third of the state’s physicians submitted 
lists of all patients seen, together with their diagnoses.” 
Results of the survey, as tabulated and discussed in 
Why Patients See Doctors, may be expected to have far- 
reaching effects, particularly on medical education. 

Among the highlights of the findings, it was noted 
that the types of illness for which patients most fre- 
quently consulted doctors were (1) respiratory illness, 
including colds, influenza, bronchitis and pneumonia, 
and (2) accidental injuries. It will be interesting to see 
whether or not the prominence of these two categories 
of sickness in a physician’s practice will bring them in- 
creased notice in educational curricula. 

At first glance, the record for the practice of preven- 
tive medicine looked good in the survey. Thus, more 
visits were made to doctors for purposes of “health 
supervision” than for any single type of illness. How- 
ever, on closer scrutiny, it was apparent that the prac- 
tice of preventive medicine was limited largely to pre- 
natal care, postnatal care, and care of infants during 
the first year of life. For older children and for non- 
pregnant adults, preventive care was a minor part of 
medical practice. (6.2 per cent of the practice of gen- 
eral practitioners, 2.6 per cent of osteopathic practice, 
and 5.5 per cent of the practice of all specialists com- 
bined). There seems to be little excuse for such restric- 
tive use of preventive methods. 

Of special interest to medical educators and practic- 
ing physicians alike was the finding that general prac- 
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titioners (constituting slightly less than half the 
physicians in the state) attended more than half the 
patients. Generally speaking, the practice of general 
practitioners was representative of the practice of all 
physicians combined. In certain categories of illness, 
general practitioners saw fewer patients than would 
have been expected from the experience in other cate- 
gories. They were well below the established “norm” 
in the categories listed as nervous system and special 
senses, neoplasms, and mental. They were somewhat 
below the “norm” in care of illnesses classed as muscu- 
loskeletal, skin and subcutaneous tissue, and allergies. 

All the data relating to the distribution of patient 
visits among general practitioners, specialists and 
osteopaths deserve careful consideration by everyone 
interested in the future of general practice. Those data 
will undoubtedly raise questions that the Washington 
sickness survey was not designed to answer. It is hoped 
that a means will be found to provide the answers. 


The Medical Examiner 


AN ANTIQUATED SYSTEM in this country—the coroner- 
ship—faces a battle for self-preservation. The National 
Conference of Commissioners on Uniform State Laws 
has promulgated a new Model Post-Mortem Examina- 
tions Act which would eliminate coroners as a holdover 
from the long-departed past. An obscure office, usually 
elective, but sometimes appointive, the coronership is 
commonly used to fortify county political machines. 
Competency of the coroner to recognize murder and 
prevent unjust accusation of innocent persons too often 
is ignored. The Commissioners on Uniform State Laws 
have found that the great majority of the states still 
rely on this obsolete office. 

The National Conference was organized in 1892 “‘to 
promote uniformity in state laws on all subjects where 
uniformity is deemed desirable and practicable.” Acts 
approved by this conference are recommended for gen- 
eral adoption through the jurisdiction of the United 
States and are submitted to the American Bar Asso- 
ciation for its approval. Eighty-eight acts have been 
recommended by the conference; the Post-Mortem 
Examinations Act is the most recent. 

Several other nationwide organizations had recom- 
mended such an act. For at least two generations, in 
fact, the typical elective coroner has been a headache 
to qualified observers and an object of derision in nu- 
merous magazine and newspaper articles. The Amer- 
ican Medical Association stated in 1945 that medicine 
participates less effectively in the administration of jus- 
tice in the United States than it does in any com- 
parable country in the world. 

A few states have taken the lead in improving their 
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post-mortem examinations laws, and more and more 
the term ‘‘medical examiner”’ is replacing the title of 
coroner. The Model Post-Mortem Examinations Act 
would set up in each state an office headed by a trained 
pathologist to supersede the authority of the coroners’ 
offices. The office would be controlled by an honorary 
commission of competent and disinterested persons. It 
would be required to cooperate with all law enforce- 
ment agencies in the state, to set up as many regional 
and local offices as necessary and to provide suitable 
laboratory facilities. 

Recognizing that the problem will be different in 
different states, especially in regard to the constitu- 
tional status of the coroner’s office, the commissioners 
have drafted a model act rather than a uniform one. 

The Academy wholeheartedly endorses the objec- 
tives of the National Conference in its endeavors to 
improve the nation’s medicolegal investigative system. 
We look forward to the day when political patronage, 
incompetency and partiality in conduct of business 
will be replaced by selection of physicians qualified to 


conduct post-mortem examinations. 


A Creed 


Tue NovemBer, 1954 Medical World (London) pub- 
lished a “Credo” by A. T. Rogers which puts into 
words, simply and sincerely, what many a general 
practitioner has probably always known in thought: 

“Let me state for myself, as simply as I can, what it 
is I feel that general practice holds that makes it satis- 
fying to me. 

“I think it is the opportunity it gives for doing 
things in my own way for my own patients, and going 
on doing so, not at one special time, but through all 
their lives; not for one special ailment, but in ail their 
illnesses and tribulations; getting to know them and 
their families, their homes and their jobs, their habits 
and their fads—in fact, being their family doctor. I 
want to do as much as I can for them myself, but I 
realize that to do so I need a variety of help: help 
which can extend my usefulness to them. Finally, when 
they are beyond help, I still want to offer what solace 
I may, to them and to those who care for them.” 

This philosophy looks beyond the pain and strain 
of daily practice to the deep satisfactions derived by 
the family doctor. It epitomizes, as well, the Academy’s 
conception of general practice. 

First, there is the “opportunity of doing things in 
my own way for my own patients,” a privilege of “free 
enterprise” in the medical profession which the Acad- 
emy has been striving to maintain. This opportunity 
is an inclusive one, embracing care of the whole person 
and all of his ills for his lifetime. 
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Is Your Halo on Straight? 


ONCE IN A WHILE, when an extraordinary book comes to 
GP for review, a rule gets broken. Instead of printing a 
review in “Practitioner’s Bookshelf,” the book is 
brought to your attention in the front of the journal. 
So, here’s that kind of treatment for Js Your Halo on 
Straight ? 

Maybe you’ve already seen this pungent little pam- 
phlet. If so, you can stop reading this editorial after 
you finish this paragraph—but not before—because the 
next two sentences are important. Some doctors, on 
reading Is Your Halo on Straight? for the first time, 
found a lot of their colleagues pictured and described 
in its witty pages, but they didn’t see themselves. Still, 
they might have seen themselves if they had taken a 
second or a third look. 

Now, for those who haven’t seen this book at all, 
this is the story. The idea-makers for Halo are mem- 
bers of the Ethics and Professional Conduct Council 
of the Alumni Association of the School of Medicine of 
the College of Medical Evangelists. Among other activ- 
ities, that council sponsors a program of “preventive 
education” for the medical students in their school. 

It seems, in true evangelical spirit, the council got 
the notion that some of their program material might 
be helpful to medical students and physicians in other 
places. So a couple of experts were called in consulta- 
tion—Bill Tobitt, an expert writer, and Phil Interlandi, 
a cartoonist of national repute. The result is Halo—a 
booklet aimed at medical students and beginners in the 
profession. 

The meat of Is Your Halo on Straight? is presented 
in sketches of 20 “types’”’—physician-offenders against 
the accepted norms of professional conduct. There are 
“The Ghost”—a doctor who hardly needs describing; 
“The Organist”—the doctor who looks to the patient 
like a disembodied brain hooked to a pair of hands; 
“The Gadgeteer”—a man who has all the diagnostic 
and therapeutic gimmicks; and 17 other examples of 
sharp caricature and easy ridicule. For example, to 
pick a lucky number, “Type XIII” is reprinted here to 
give you some idea of Halo’s style. 

And just to remind you that this booklet needs to be 
studied carefully when you get it, one physician tells of 
the following experience. He read Halo once and took 
malicious delight in fitting his colleagues to the “Types” 
he saw there. He read it a second time and was not de- 
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lighted at all because he began to wonder what he could 
do to make the profession better. On the third read- 
ing, he was really shocked. He began to suspect that 
he bore a strong resemblance to “Type V—The Om- 


niscient.”” Fortunately he was able to straighten his 
halo. 


“who did THAT job on you?” 


The Judge 


Facts? 

Phooey! 

All he wants is circumstantial evidence 
of a different technique. 


On that he builds his case-—with an 
elevated eyebrow, a snort of contempt, 
a sympathetic cluck. 


It takes the lid off his id. 
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Evansville, Indiana 


“And the earth was void and empty, and darkness was 
upon the face of the deep; and the spirit of God moved 


over the waters.”>—GENESIS 


Ir Is SIGNIFICANT that the sea is mentioned so promi- 
nently in the Biblical story of creation, for the waters 
of the earth were the first home of our Archeozoic fore- 
bears. In a real sense, the sea is the prototype of human 
extracellular fluid. The extracellular fluid of primitive 
marine creatures was their oceanic environment since 
they possessed no extracellular fluid of their own. Be- 
fore our marine ancestors could come ashore to popu- 
late the greening continents, it was necessary for them 
to bring a bit of their fluid environment with them. This 
they did as extracellular fluid. The composition of this 
fluid has been so faithfully preserved over the ages that 
even today, human extracellular fluid is similar in com- 
position to the waters of the Silurian seas. 


Composition of the Body 


Water, the universal solvent of the chemical labora- 
tory, also serves this function in the human body. The 
body’s water and the chemical systems it contains com- 
prise the body fluids. 
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Many physicians, particularly those of us graduated a decade 
or more ago, find ourselves in an “‘undiscover’d country”? 
when confronted with a problem in clinical fluid balance. 
The roads are unfamiliar, the signposts obscure, 

and the few available ‘‘guidebooks”’ written, for the most part, 

in the language of the biochemist. This article presents a simple 
and forthright “‘road map,’’ employing the language 

of the clinician, and clear, everyday analogies to describe otherwise 
difficult concepts. It is no ‘‘bluebook,’’ presenting comprehensive 
information and multitudinous details. Rather, its goal is to help 
orient the clinician and to serve as a point of departure 
for an understanding study of the rich clinical literature. 


Systematic Approach to Fluid Balance (PART 1) 


BY W. D. SNIVELY, JR., M.D., M. J. SWEENEY, M.D. AND M. L. WESSNER 


In the case of the adult, about 60 per cent of the body 
weight is fluid and about 40 per cent solid. The fluid 
outside the cells—the extracellular fluid—comprises 15 
per cent of the body by weight. The fluid inside the 
cells—the intracellular fluid—makes up about 45 per 
cent (Chart 1). 

In the case of the infant, as shown in Chart 2, about 
77 per cent of the body weight is fluid and only 23 per 
cent solid. His extracellular fluid comprises 29 per cent 
of the body by weight and his intracellular fluid 48 per 
cent. The young baby has almost twice as much extra- 
cellular fluid as the adult in terms of percentage of body 
weight. Why is this? 

The infant’s relatively greater extracellular fluid vol- 
ume probably serves as a protective mechanism to con- 
serve body fluid. Important amounts of fluid are lost via 
the skin. The quantity lost is directly related to body 
surface area, measured in two dimensions. But the fluid 
is lost from the body, which has volume and three dimen- 
stons. Compared to the adult, the infant has only about 
one-third the body volume per square meter of skin 
surface. He is, therefore, considerably more vulnerable 
to fluid loss, at least as far as his skin is concerned 
(Figure 1). 

Fluid lost via the skin stems primarily from the ex- 
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tracellular fluid. The infant has twice the extracellular 
fluid volume of the adult and so to a certain extent his 
body fluid homeostasis is protected. As the infant 
grows, his extracellular and intracellular fluid volumes 
progress rapidly toward the adult values. 


Fluids of the Body 


We subdivide the extracellular fluid into the fluid in- 
side the blood vessels, called the intravascular extra- 
cellular fluid (plasma), and the fluid outside the blood 
vessels, the extravascular extracellular fluid (the inter- 
stitial fluid). Because of lack of exact knowledge con- 
cerning the composition of the different types of body 
cells, we do not subdivide the fluid within the cells, but 
simply refer to it as the cellular fluid. 

The spaces containing these three body fluids are 
sometimes referred to as “compartments.” This is mis- 
leading, since these fluids are not contained in compart- 
ments but are instead disseminated widely throughout 
the entire body. Figure 2 is a drawing of a cross-section 
through tissue showing how the plasma, the interstitial 
fluid and the cellular fluid actually — on micro- 
scopic cross-section. 


Electrolytes and Milliequivalents 


The body fluids consist of water and of important dis- 
solved materials. Of these materials, some of the most 
important are the electrolytes, which might be termed 
the “dynamic chemicals” of the body fluids. By defini- 
tion, electrolytes are substances that become ionized in 
water. Those that develop a positive charge are known 
- as cations; for example, sodium. If placed in a wet elec- 
tric cell, a cation would migrate to the cathode. Those 
that develop a negative charge are known as anions; for 
example, chloride. Anions placed in a wet electric cell 
would migrate to the anode. 

The modern unit of measure of the electrolyte is the 
milliequivalent, which expresses the chemical-combining 
power of an electrolyte. The expression of electrolytes in 
terms of milligrams is a weight measurement and is un- 
realistic. One would not compare the engines of a loco- 
motive to those of an airplane on the basis of gross weight, 
but rather, he would use horsepower if he wanted a 
realistic unit of measure. 

Figure 3 shows a C. & E. I. Road Diesel, which 
weighs 230,000 pounds, but has only 1,500 horsepower. 

The airplane in Figure 4, an Eastern Airlines Falcon, 
weighs only 45,000 pounds, but has 4,800 horsepower. 
It is horsepower, not weight, that expresses the power 
of these two types of transportation. It is chemical-com- 
bining power, not weight, that is important from the 
standpoint of electrolytes. 
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OF BODY WeicHt 
BETWEEN 

AND SOLIDS 
ADULTS 


Chart 1. Distribution of body weight between fluids and solids in 
adults. 


DISTRIBUTION 

OF BODY WEIGHT 
BETWEEN 

FLUIDS AND SOLIDS 
IN INFANTS 


(Fete! Body 


Chart 2. Distribution of body weight between fluids and solids in 
infants. 


These charts have been adapted from Moyer, C. A.: Fuurw BALANCE: 
A Curnicat Manuat, The Year Book Publishers, Inc., 1952, and 
Weisberg, H. F.: Waver, EvectrotyTe anp Acip-Base BALANCE, 
The Williams ¢ Wilkins Co., Baltimore, 1953. 
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Weight of Mythical 
Average Adult 


Figure 1. The newborn baby has 13 kilograms of body weight for 
each square meter of skin surface. The mythical 70-kilogram adult 
has 46 kilograms of body weight for each square meter of skin 
surface. Body weight approximately represents body volume. 


For example, 100 mEq. of cation always reacts with 
exactly 100 mEq. of anion. There is no constant rela- 
tionship between the weight of cation that will react 
with a weight of anion. Let’s take a specific example. 
Protein in terms of milligrams per 100 ml. weighs 6,500 
milligrams, while it has a chemical-combining power of 
only 16 mEq. per liter. Sodium, with a weight of 326 
milligrams per 100 ml., has a chemical-combining power 
of 142 mEq. per liter. So you see that, after a manner of 
speaking, protein isa locomotive and sodiumanairplane. 

The total plasma cations weigh only 358 milligrams 
per 100 ml. but have the same chemical-combining 
power as the total plasma anions which weigh 6,948 
milligrams per 100 ml. In milliequivalents per liter, the 
value for the total plasma cations is 154, and the value 
for the total plasma anions is 154. 

We might sum up by saying that the milliequivalent 
represents the horsepower rating of a given electrolyte. 
It can be defined as that amount of an element or ion 
which will combine with, or be equivalent in chemical- 
combining power to, 1/1000 of a gram atom of hydro- 
gen. 

Another type of unit, the milliosmol, is employed to 
measure osmotic pressure. For some electrolytes, the 
value in milliequivalents is the same as the value in mil- 
liosmols. For other electrolytes, it is different. As far as 
problems in clinical fluid balance are concerned, the 
milliosmol can be disregarded and the milliequivalent 
used as a rough though adequate measure of osmotic 
pressure, as well as of chemical-combining power. 
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Electrolyte Composition of Body Fluids 


Chart 3 shows the electrolyte composition of the body 
fluids in milliequivalents per liter. You will note that 
we have drawn bars to represent the cations and the 
anions for each of the three chief forms of body fluid. 
You will note also that the total cations must equal the 
total anions for any given fluid. The cations of plasma, 
reading from left to right, are sodium, potassium, cal- 
cium and magnesium. The plasma anions are bicarbo- 
nate (HCO3_), chloride, phosphate, sulfate, organic acid 
and proteinate. The cations of interstitial fluid are so- 
dium, potassium, calcium and magnesium. The anions 
of interstitial fluid include bicarbonate, chloride, phos- 
phate, sulfate, organic acid and a tiny amount of pro- 
teinate. 

The cations of intracellular fluid include sodium, po- 
tassium, calcium and magnesium. The anions of intra- 
cellular fluid include bicarbonate, chloride, phosphate, 
sulfate and proteinate. Sodium is the chief cation of 
plasma and of interstitial fluid, and chloride is the chief 
anion of these substances. Note the greater amount of 
proteinate in plasma as compared to that present in in- 
terstitial fluid. 

Observe the importance of potassium and of magne- 
sium as cations of the intracellular fluid. The chief anion 
of intracellular fluid is phosphate, yet proteinatg is also 
important as an anion of intracellular fluid. 

Perhaps we shall someday subdivide the cellular fluid. 
The reason we do not do so at the present lies in the 
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fact that much remains to be discovered concerning the 
composition of the cells of the different body organs and 
tissues. Actually, the grouping of the fluids of all the 
cells in one category may indeed be, as someone has 
suggested, one of the greatest oversimplifications of 


modern physiology. 


Descriptive System of Diagnosis 


Disturbances in the body fluids are so varied and so 
complex that attempts to designate a given case of fluid 
imbalance with a single diagnostic term fail to indicate 
the actual disturbances present, and contribute to the 
all too prevalent confusion. An elastic, descriptive sys- 
tem of diagnosis, similar in principle to that employed 
for years in the classification of heart diseases, is essen- 
tial. Such a system was introduced by Moyer in his book 
Fluid Balance: A Clinical Manual. With some slight 
modification and several additions, that system will be 
employed here. 

Since chief reliance in assessing the various types of 
body fluid imbalance must be placed on the examina- 
tion of the extracellular fluid, including the plasma and 
the interstitial fluid, the first two major types of imbal- 
ances concern extracellular fluid. The third deals with 
the body as a whole. 

Of the extracellular fluid imbalances, the first is con- 
cerned with changes in the properties of the extracellu- 
lar fluid itself. Since these changes are reflected in the 
plasma, and since the plasma is the portion of the fluid 
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Figure 3. The C. & E. I. road diesel weighs 230,000 pounds, has 
1,500 horsepower. 


that is accessible to us, let us examine these changes as 
reflected in the plasma, using a simple picture analogy 
in which we consider the plasma as contained in a 
beaker (Figure 5). Referring to the columns titled vol- 
ume, concentration and composition, let us first consider 
volume. 

The top beaker in the first column on the left con- 
tains a normal volume of plasma. It contains only four 
hypothetical electrolytes which we can call A, B, C and 
D. Notice how we can have a deficit in volume as shown 
in the middle beaker, or an excess in volume as shown 
in the lower beaker, without changes in the concentra- 
tion or composition of the contained electrolytes. 

Let us look at concentration in the second column of 


Figure 4. The Eastern Airlines ‘Falcon’? weighs 45,000 pounds, 
has 4,800 horsepower. 
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beakers. We can have a normal concentration of electro- 
lytes as shown in the top beaker, a deficit as shown in 
the middle beaker, or an excess as shown in the lower 
beaker, without variations in volume or composition. 

Third, we can have a normal composition as shown in 
the third column. We can have a deficit of any one elec- 
trolyte, illustrated as a deficit of A in the middle beaker, 
or an excess in any one electrolyte, shown by an excess 
of C in the lower beaker. We can also have an excess 
or a deficit of more than one of the electrolytes of plas- 
ma and without changes in the volume or concentration. 

The second basic type of extracellular fluid imbalance 
is somewhat different. It refers to imbalances in the lo- 
cation of the extracellular fluid. Normally, about one- 
fourth of the extracellular fluid is plasma and about 
three-fourths is interstitial fluid. The top beaker in the 
column on the right shows the situation when the plas- 
ma contains its normal allowance of extracellular fluid. 
The middle beaker shows what occurs, when for one 
clinical reason or another, some of the fluid of the plas- 
ma shifts into the interstitial space. The bottom beaker 
shows the situation when there is a shift of fluid from 
the interstitial space to the plasma, so that the plasma 
has more than its normal share of extracellular fluid. 

The third basic type of imbalance refers to the changes 
in the nutritional status of the body, including deficits 
in protein, calories or vitamins. Any of these deficits 
can imperil the recovery of the patient. 

Now, while any of the specific imbalances falling un- 
der the three basic types may exist as a more or less 
“pure” disturbance, a given patient with fluid imbal- 
ance may suffer from a combination of imbalances. The 
clinician must have knowledge of all disturbances pres- 
ent if he is going to be able to carry out proper therapy. 

We have summarized the basic types of imbalances 
requiring consideration for proper diagnosis and effec- 
tive therapy. Thus, one should know the status of: 

I. Extracellular fluid volume 
II. Total electrolyte concentration of extracellular 
fluid 
III. Composition of extracellular fluid; that is, 
quantities of individual constituent electro- 
lytes 
IV. Location or distribution of extracellular fluid 
between plasma and interstitial fluid 
V. Protein balance of body 
VI. Caloric balance of body 
VII. Vitamin nutrition of body 


Chart 3 (left). Electrolyte composition of body fluids in mEq. per 
liter. (Adapted from Weisberg, H. F.: Water, ELECTROLYTE AND 
Acip-Base Batance, The Williams ¢> Wilkins Co., Baltimore, 
1953. 


Figure 5 (right). Diagram of fluid imbalance as reflected in plasma. 
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Now let us consider in some detail the clinical causes, 
clinical findings, laboratory findings and principle of 
treatment of these types of imbalances. Bear in mind 
that most patients will have a combination of imbal- 
ances and will require treatment judiciously formulated 
for their clinical condition. As Weisberg has so well 
said in his Water, Electrolyte and Acid-Base Balance, “It 
is impossible to give a standard form of treatment to 
suit every patient; each must be evaluated separately.” 


|. Imbalance in Extracellular Fluid Volume 


A. EXTRACELLULAR FLurp VotuME Dericit 
The first volume imbalance is that of extracellular 


fluid volume deficit. We are here referring to a deficit 
without significant changes in electrolyte concentra- 
tion of the remaining fluid. Such a deficit can be caused 
by an abrupt reduction in the fluid intake or by an 
acute loss of fluids through vomiting, severe diarrhea 
or fistulous drainage. 

Clinical findings can be divided into effects on gen- 
eral body systems. There may be central nervous sys- 
tem depression as evidenced by reduced energy output 
or even by stupor. Gastrointestinal activity is depressed 
and vomiting may occur. The blood volume and volume 
flow of blood are reduced, and the patient may appear 
exhausted. Since the fluid volume of the tissues is re- 
duced, one may find longitudinal wrinkling and shrink- 
ing of the tongue. The skin may feel dry. Energy out- 
put is reduced and the body temperature may fall. 

The laboratory findings include elevated hematocrit 
and an increased total protein value. These findings 
are of significance only if one knew the values before 
the onset of the deficiency. Chloride is practically ab- 
sent from the urine, provided renal function is ade- 
quate. When chloride is present in the urine, in amounts 
greater than 5 Gm. per liter, the extracellular fluid vol- 
ume is probably not decreased. One exception is Addi- 


son’s disease. Another is rapid infusion of normal sa- - 


line. In some instances, a severe extracellular volume 
deficit can exist even though 5 Gm. of sodium chloride 
is present in a liter of urine. 

In the treatment of extracellular fluid volume deficit 
without significant change in the electrolyte concentra- 
tion, one may administer a parenteral solution whose 
electrolytes resemble those of a normal extracellular 
fluid such as lactated Ringer’s solution with 5 per cent 
carbohydrate. Some physicians prefer to employ special 
multiple electrolyte solutions, such as those designed 
by Butler and Talbot, or by Lowe. (A simple dosage 
calculator for the use of such solutions is available from 
the Medical Department of Mead Johnson & Com- 
pany.) These solutions, administered in the proper 
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quantities, do not impose stress on the homeostatic 
mechanisms of the body. Their composition is such 
that the body is permitted to retain needed and reject 
unneeded electrolytes and water, provided that the 
homeostatic mechanisms, chiefly the kidneys, and the 
adrenal, anterior and posterior pituitary and parathy- 
roid glands, are functioning normally. 

The solution formulated by Butler and Talbot has 
the following electrolyte composition for each liter of 
water: 


Cations Anions 
Sodium 40 mEq. _ Lactate 20 mEq. 
Potassium 35 mEq. Chloride 40 mEq. 
Phosphate 15 mEq. 


Carbohydrate is usually incorporated in amounts of 50 
or 100 Gm. for each liter depending upon whether a 5 
or 10 per cent solution is desired. 
The solution designed by Lowe has the following 
electrolyte composition for each liter of water: 
Cations Anions 
Sodium 60mEq. Chloride 53 mEq. 
Potassium 25 mEq. _Lactate 25 mEq. 
Magnesium 5 mEq. Phesphate 12 mEq. 


Carbohydrate is usually incorporated in amounts of 
50 or 100 Gm. for each liter depending upon whether 
a 5 or 10 per cent solution is desired. 

A special solution has been devised for use during 
the newborn period. It has about two-thirds the amount 
of electrolytes present in the solution devised by Butler 
and Talbot. The reason for the decrease in electrolytes 
lies in the fact that the infant’s kidney is physiologically 
immature with respect to its inability to concentrate as 
efficiently as the mature kidney. 

It is convenient to remember the solution devised 
by Butler and Talbot by use of the number, 75, since 
this is the number of cations (or anions) which it 
provides. 

It is convenient to remember the solution devised by 
Lowe by use of the number, 90, since this is the number 
of cations (or anions) which it provides. 

Solutions such as those described should not be ad- 
ministered unless the organs of homeostasis, particu- 
larly the kidney, are functioning at a level at which the 
electrolyte content of the extracellular fluid can be 
maintained within safe limits. In some instances, kidney 
function is depressed solely because of extracellular 
fluid volume deficit. When the patient is not urinating 
normally, a simple, initial hydrating solution should be 
used. One suitable for this purpose is a 5 or 10 per 
cent carbohydrate solution in one-third isotonic sodium 
chloride solution (0.3 per cent sodium chloride solu- 
tion). 
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B. EXTRACELLULAR VOLUME Excess 


We next come to extracellular fluid volume excess 
without significant change in electrolyte concentration. 
Such an excess is usually caused by parenteral adminis- 
tration of excessive amounts of sodium chloride. 

The clinical findings are due to the increase in blood 
volume and in tissue fluid volume. Symptoms include 
hoarseness, shortness of breath and rapid weight gain. 
Physical signs include distention of the peripheral veins 
and moist sounds in the lungs. Edema of the stomach 
may be observed during an operation. 

Typical laboratory findings include a hematocrit, red 
cell count and hemoglobin concentration below nor- 
mal, of significance only when previous values were 
determined. 

In therapy, the physician endeavors to reduce the 
excess extracellular fluid volume to normal without 
altering the electrolyte concentration of the fluid. It 
may be necessary to withhold all fluids for a period. 


ll. Imbalances in Total Electrolyte Concentration 
of Extracellular Fluid 


A. Dericit 1n Tota. ELECTROLYTE CONCENTRATION 
OF EXTRACELLULAR FLUID 


We will next discuss the second great group of im- 
balances—the concentration imbalances. The first of 
these is deficit in total electrolyte concentration of ex- 
tracellular fluid. Such a deficit may be caused by exces- 
sive sweating combined with the drinking only of water, 
or by excessive drinking of water or by both. It may 
result from excessive intravenous administration of 
carbohydrate in water solutions. Other causes can be 
learned from a careful clinical history which might re- 
veal a low sodium diet plus mercurial diuresis, the 
drinking of water while gastrointestinal suction tubes 
are functioning, irrigation of intestinal suction tubes 
with water, excessively rigid restriction of sodium chlo- 
ride in postoperative cardiac patients, excessive intra- 
venous administration of electrolyte-free solutions, and 
adrenal insufficiency. 

The clinical findings include stimulation of the neuro- 
muscular system. Convulsions with stuporous intervals 
may occur, although they do not occur in aged or 
debilitated patients. Reflexes may be absent. There 
may be increased intracranial pressure and projectile 
vomiting. There may be increased loss of water through 
lacrimation, salivation and diarrhea. Renal depression, 
as evidenced by oliguria, may occur. Due to the hypo- 
tonicity of the extracellular fluid, water may pass into 
the cells, and there may be a cellular fluid volume ex- 
cess. This can be demonstrated by a visible fingerprint 
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on the skin of the sternum after pressure has been ap- 
plied (‘‘fingerprint edema”). The lungs may be water- 
logged. 

Since sodium is overwhelmingly the most important 
cation of extracellular fluid, and chloride the chief anion, 
changes in total electrolyte concentration usually de- 
pend upon changes in the sodium and chloride con- 
centrations. For this reason, the plasma sodium is the 
most valuable criterion of decreased total salt concen- 
tration of the extracellular fluid. When this is below 
137 milliequivalents per liter, a deficit in the total salt 
concentration of the extracellular fluid may be present. 
Another laboratory indication of a deficit in total salt 
concentration is a plasma chloride plus plasma bicar- 


’ bonate level of less than 123 milliequivalents per liter, 


provided acid-base imbalance does not exist. The spe- 
cific gravity of the urine is usually low (below 1.010). 

The rationale of therapy is to provide electrolytes in 
order to restore the normal salt concentration of the 
extracellular fluid without causing a fluid volume ex- 
cess. Such an imbalance is corrected by administering 
3 or 5 per cent sodium chloride solution or, depending 
upon the need for water, normal saline. Both of these 
solutions must be given with great care. 

When the deficit in salt concentration is the result 
of excessive intravenous administration of carbohydrate 
in water solutions, the clinical picture is usually not 
quite so severe, and is probably best treated by infusion 
of solutions such as Ringer’s solution or lactated 
Ringer’s solution. 


B. Excess Tora. ELECTROLYTE CONCENTRATION 
OF EXTRACELLULAR FLUID 


Instead of a deficit in total electrolyte concentration 


- of extracellular fluid, there may be an excess. Such an 


excess may be caused either by decreased intake of 
water or by excessive administration of electrolytes. 
The clinical findings include stimulation of the cen- 
tral nervous system. The patient may be excited or 
even maniacal. Tissues may be dehydrated as evidenced 
by a bright red tongue. The body temperature may be 
elevated. There may be thirst and weakness with de- 
pressed salivation and lacrimation. Renal depression 


_ may be shown by oliguria. The heart rate may be un- 


duly rapid. 

Typical laboratory findings include a plasma sodium 
above 147 milliequivalents per liter with the sum of the 
plasma chloride and bicarbonate above 135 milliequiva- 
lents per liter, in the absence ofanoxia, renal insufficiency 
or metabolic acidosis. The specific gravity of the urine 
will usually be above 1.030. 

- The principle of therapy includes the dilution of the 
overly concentrated extracellular fluid. One administers 
a solution containing no electrolytes at all such as 10 
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per cent dextrose or fructose in distilled water or the 
solution devised by Butler and Talbot described above, 
provided, of course, that body homeostasis is not 
impaired. 


ill. Compositional Imbalances of Extracellular 
Fluid 


We have now covered imbalances of volume and im- 
balances of concentration of the extracellular fluid. 
Now we will look into the largest group of imbalances— 
those relating to the electrolyte composition of the 
extracellular fluid. We will cover potassium deficit and 
excess, calcium deficit and excess, .and the acid-base 
imbalances that may result from primary base bicar- 
bonate deficit (metabolic acidosis), primary carbonic 
acid excess (respiratory acidosis), primary base bicar- 
bonate excess (metabolic alkalosis) , or primary carbonic 
acid deficit (respiratory alkalosis). 


A. DisTURBANCE 


1. Potassium Deficit. The clinical causes of a potassium 
deficit include inadequate intake of potassium, chronic 
pyloric obstruction, ulcerative colitis, burns in the heal- 
ing phase, fistulas of the small intestine or colon, diar- 
rhea (especially in infants), prolonged parenteral ali- 
mentation with potassium-free solutions, repeated in- 
jections of ACTH or cortisone, vomiting and treated 
diabetic acidosis. 

The clinical findings with a moderate deficit include 
weakness, anxiety and tissue softening. In a severe 
deficit, there is neuromuscular depression which may 
progress to coma and cardiovascular depression. There 
is some tissue softening so that the muscles appear like 
half-filled water bottles. There is depression of the 
gastrointestinal tract, with ileus. The deep tendon 
reflexes are diminished or absent. 

The electrocardiogram indicates a severe potassium 
deficit by showing low voltage, flattening of T waves 
and depression of the S-T segment. The plasma potas- 
sium is characteristically decreased, but it may be nor- 
mal or even increased early in a potassium deficit, since 
the plasma potassium level does not always reflect the 
intracellular stores of potassium. 

The aim of therapy is to supply needed potassium 
to restore the depleted intracellular stores. Such re- 
storation requires days. Potassium may be given by 
mouth or parenterally. Potassium should never be given 
parenterally unless renal function is relatively normal. 
A severe volume deficit should be partially repaired 
with an appropriate solution, such as the hydrating 
solution above mentioned, before the administration of 
potassium. An adequate solution for administering 
potassium is obtained by diluting 15 ml. of 15 per cent 


82 


potassium chloride solution in a liter of a carbohydrate- 
in-water solution; or the solution devised by Butler 
and Talbot, or by Lowe may be administered. 

2. Potassium Excess. Potassium excess may be caused 
by a release of potassium in severe tissue damage as 
from burns or crush injuries. It may result from re- 
tention of potassium due to renal failure. It occasionally 
occurs with overenthusiastic intravenous administration 
of potassium-containing solutions. Adrenal insufficien- 
cy may be responsible. 

The clinical findings in potassium excess result from 
gastrointestinal excitation and may include nausea, 
intestinal colic and diarrhea. The deep tendon reflexes 
are diminished or absent. 

The electrocardiogram reveals high T waves and 
depressed S-T segments. Later, P waves disappear and 
heart block ensues. 

The serum potassium value should not be used as 
the sole basis for a decision about the body’s potassium 
stores. In some instances, notably in the early stage of 
treatment of diabetic acidosis, the serum cellular potas- 
sium value may be high although there is a deficit of 
the ion (intracellular). 

The treatment of an uncomplicated potassium excess 
with functional kidneys consists of the avoidance of 
additional potassium, either by mouth (high potassium 
foods included) or parenterally. A simple solution such 
as a 10 per cent solution of carbohydrate in distilled 
water may be given. 

In the complicated type of potassium excess, as seen 
in renal failure, such measures as the simultaneous ad- 
ministration of dextrose-in-water solutions and insulin 
in an attempt to deposit the excess potassium with 
glycogen, use of exchange resins, and extrarenal dialysis 
with the “artificial kidney”’ may be indicated. 


B. Carcrum IMBALANCES 


1. Calcium Deficit. A calcium deficit may be caused 
by an inadequate intake, an intestinal fistula, pan- 
creatic fistula, generalized peritonitis, surgical re- 
moval of parathyroid tissue, idiopathic hypoparathy- 
roidism, steatorrhea, inadequate intake of vitamin D 
or resistant rickets. In hypoproteinemia (nephrotic 
syndrome), although the serum calcium value is low, 
this reflects a lowering of that portion of calcium bound 
to protein, and does not represent a true calcium def- 
icit. 

A deficit may occur during the post-acidotic phase 
of diarrhea. It may be induced by the administration 
of excessive amounts of citrated blood, or by the di- 
lution of the plasma, or by parenteral administration 
of calcium-free solutions. 

Clinical findings include increased activity of the 
neuromuscular and gastrointestinal systems. There 
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may also be numbness and tingling of the nose, ears 
and tips of fingers and toes, and tetany, if the level of 
the ionized calcium is decreased. 

The plasma calcium may be either normal or de- 
creased. Of greatest importance is the ionized cal- 
cium. If the plasma protein, particularly the albumin, 
is depressed, the total plasma calcium can be lower 
than normal with the ionized plasma calcium still 
within normal limits. 

If hypoparathyroidism is present, the phosphorus 
may be elevated. Calcium may be administered by 
means of a 10 per cent solution of calcium gluconate 
which is particularly useful during an attack of tetany. 

2. Calcium Excess. This may result from overactiv- 
ity or neoplasms of the parathyroid glands or from 
administration of excessive amounts of vitamin D. 

The clinical findings result from the mobilization of 
calcium of the bones and include deep bony pain, 
hypotonicity of the voluntary muscles and kidney 
stones. Widespread cavitation of the bones may be 
revealed by x-ray. Over a period of time, calcium salts 
may be deposited in many places in the body. Calci- 
fication of the kidney will lead to eventual renal 
failure. 

The plasma calcium, particularly the ionized cal- 
cium, is found to be elevated above the normal level. 
Urinary excretion of calcium may be greatly increased. 
The density of the precipitate produced in the urine 


by the addition of Sulkowitch’s reagent reflects the 
plasma calcium level. 

Therapy of calcium excess must be directed at the 
underlying condition. If other electrolyte imbalances 
are being treated, only solutions free of calcium should 
be employed. 


Summary 


In Part I of the “Systematic Approach to Fluid 
Balance,” we have discussed body fluids in general. We 
have presented a descriptive system for the diagnosis 
of fluid imbalances which is patterned after that of 
Moyer. We have discussed in detail fluid imbalances 
as they relate to the volume and total electrolyte con- 
centration of the extracellular fluid. We have dis- 
cussed in detail some of the compositional imbalances 
that occur in the extracellular fluid. 

In Part II of the “Systematic Approach to Fluid 
Balance,” we will discuss in detail the compositional 
imbalances of extracellular fluid as they relate to acid- 
base problems, as well as fluid shifts and nutritional 
deficits. We will also discuss the general details of the 
diagnosis of fluid imbalances and the principle of 
therapy in these. 


Part 2 of this article will appear in next month’s issue. 


Art device on page 74 by Mervin W. Lo Rue, Inc. 


March, 1956. 


So Help Me, Hippocrates 


REsotveD, that I, Dr. 
Scientific Assembly of the American Academy of General Practice in Washing- 
ton, D.C., March 19-22, and that with these words I will InsTANTLY take steps 
to implement this resolution, as follows: 

1. Make appropriate marks on calendar. 

2. Instruct secretary to obtain hotel and transportation reservations. 

3. Instruct secretary to assist me in impressing all patients with the fact that 

their welfare and mine depend upon my being in Washington, D.C., in 


4. Arrange for substitute in practice. 


, will attend the 1956 
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Leprosy 


Amsterdam, N.Y. 


i stationed abroad. 


* 


BY ROBERT J. GILSTON, M.D. 


Never a major problem in the United States, leprosy may constitute 
a future problem among our civil and military personnel 


HAND 
SIGNS 


Burns sustained in 
leprosy. Peripheral 
nerve anesthesia is a 
common and early 
sign. Early contrac- 
tures of fingers. 


Reticulation and 
thickened trabeculae. 
Bone changes go on 
to necrosis, absorp- 
tion and Charcot's 
joints. X-ray changes 
are indistinguishable 
from sarcoidosis. 


Wasting of thenar, 
and interosseous mus- 
culature is a harbinger 
of disabling contrac- 
tures. Skin lesions do 
not appear on the 


palms. 


Extreme contractures 
and ulceration over 


pressure points. 


OTHER 
FEATURES 


Lepromatous infiltra- 
tion of the ear. 


Early lepromatous 
leprosy. Unchecked, 
the face becomes 
“leonine.” 


The blush of tuber- 
culoid leprosy. The 
appearance is that of 
cellulitis. 


Papules and macules 
such as these develop 
into tuberculoid or 
lepromatous lesions. 
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The Child with a Runny Nose 


Children around the age of 4 or 6 are likely to develop 

a chronic nasal discharge because of hypertrophy of the adenoids. 
However, sometimes the trouble is caused by an allergy 

or a foreign body. When the adenoids are incriminated, 
tonsillectomy and adenoidectomy gives a quick cure. 

Still, medical treatment eventually may be just as successful 
because the child usually “‘outgrows” his adenoids. 


BY PAUL WILLIAMSON, M.D. 
Albuquerque, New Mexico 


Just AS THE BANE of the psychiatrist’s existence is, 
“Doctor, he just doesn’t understand me like you do,” 
those of us who see children face a constant, ‘“‘Now, 
honey, blow.” At this particular season of the year 
most of America’s future presidents are mainly con- 
cerned with producing a copious nasal discharge which 
is good reason to call them “‘little drips.”” We doctors 
have to decide either (a) how to avoid or (b) what to 
do about the child with a runny nose. 

The typical office call concerns a towheaded little 
specimen on whom an hour of intensive scrubbing has 
but faintly dimmed the lines of boy-type dirt and who 
presents a blob of yellow discharge bubbling out of 
each nostril with every breath. His nose is usually red 
from repeated wiping, and his mother is doing her best 
to conceal her obvious distaste for the whole situation 
by “blowing him” every minute on the minute. 

While the problem is a little bit funny when seen 
from a distance, it is none the less true that a persistent 
nasal discharge is quite common in children from 3 to 6 
years of age. 

A few simple procedures for investigation and ther- 
apy may result in cure for a goodly number of these 
cases—or at least the time that is consumed in investi- 


gating will give the child a chance to recover all by 
himself. 
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Thoughts About Causes 


Since there are only two common causes of a chronic 
nasal discharge, begin your investigation by eliciting 
specific history. The first subject of questioning 
should be designed around the possibility of hyper- 
trophied, chronically infected adenoids. Ask if the 
child breathes with his mouth open at night and if he 
snores. Find out if he has a chronic cough or if he has 
had any ear trouble. If so, what and when. 

Please don’t wait until mama interrupts your ques- 
tioning to blow the child and then ask her if his nose is 
stopped up. It is. Inquire about throat infections and 
ask whether the child sleeps well at night. Does he 
have sudden, jumpy movements ? 

Ask about his appetite, his eating habits. These are 
quite frequently changed in the presence of major 
adenoidal difficulty. 

Then shift the questioning to the possibility of 
allergic rhinitis. Does anyone in the family have 
asthma or hay fever? Has the child ever done any 
asthmatic breathing? Has he ever had asthmatic 
bronchitis? Does he sneeze a lot and do his cyes water 
at certain times of the year? What measures bring 
relief, if any? 

One further subject might be investigated like this: 
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When was the last time he poked something up his 


nose? Does his nose bleed? Does he pick his nose? 

When you have completed these questions it will be 
time for mama to blow him again, and you will have a 
moment to think things over before proceeding with 
the examination. 


Begin the examination by presupposing that there 
is a bean, a rock or a bug in both nostrils and be sure 
to look and see. One of my most embarrassing cases 
turned out to be a folded match cover in the inferior 
meatus. 
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If there has been any history suggestive of allergy, 
remove a small portion of the discharge and smear 
some of it on an ordinary glass slide. Stain with 
Wright’s stain and count the eosinophils. If more 
than 2 or 3 per cent of the cells are eosinophils, you 
may assume the presence to some degree of allergy. 

Now examine the nasal mucous membrane for signs 
of chronic infection. Usually it will be slightly red and 
somewhat boggy, but by no means do we frequently 
find a membrane that looks bad enough to produce the 
discharge. Check the child’s throat for postnasal drip, 
which will usually be present, and notice the condition 
of the tonsils. Next, feel the glands at the posterior 
angle of the jaw and look at the ear drums. Quite fre- 
quently the drums will have a “sucked in” appearance 
which is due to the occlusion of the Eustachian tubes 
with partial absorption of the air in the middle ear 
and consequent retraction of the drum. 

These children frequently show some signs of 
deafness, but one must be on the lookout for selective 
deafness which also is often present. This selective 
deafness can best be illustrated by an example. Certain 
types of statements such as, “Go wash your hands,” 
are not heard when shouted at a distance of about two 
feet. On the other hand, a whispered, “Do you think 
Johnny would like an ice cream cone?” is clearly heard 
at approximately 150 feet. 

All the textbooks say to occlude one nostril and have 
the child breathe through the other side to check for 
possible occlusion by adenoids in the posterior 
nasopharynx. When this procedure is tried, one gets 
the impression that the child is breathing through a 
bucket of mud—a sound that I confess I can do without. 

There is one trick that might be of some assistance. 
Pitman-Moore makes a fine-tasting pretty green med- 
icine called Elixir of Novahistine which makes an ex- 
cellent dressing for vanilla ice cream. The product will 
cause a shrinkage of the nasal mucous membranes 
and some drying of secretion. However, the medicine 
will not greatly shrink the adenoidal tissue in 24 hours. 
It works well as a therapeutic test and should be given 
in maximal dosage for a day or two. Then have the 
child return and perform the nasal occlusion test. 

Have the child shut his mouth—which is no small 
problem in itself—occlude one nostril with your finger, 
wiping the nostril and upper lip first. Now ask the 
child to breathe. He will, of course, open his mouth 
and take a deep breath. Explain again that you want 
him to keep his mouth shut, help him by holding it 
shut, occlude the nostril and ask him to take a breath. 
Since most of these children have, as their basic 
pathology, hypertrophy of the adenoids, he will prob- 
ably be unable to breathe with complete freedom 
through either nostril. 
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It is occasionally easy to visualize the adenoids by 
inserting the nasopharyngoscope in the mouth and 
turning the lens upward. I have abandoned the pro- 
cedure since it does show a rather high mortality of 
nasopharyngoscopes. It is just as easy to bend a paper 
clip into a retractor, as shown in Figure 1, and pull the 
soft palate forward and upward so that one gets a 
reasonably adequate view of the lower portion of the 
adenoidal mass. With a little patience this can be done 
to the average child without too much difficulty. 


Treatment 


Now let us suppose that we have established a 
hypertrophy of the adenoid and mild chronic engorge- 
ment of the nasal mucous membrane, which is the 
typical pathologic pattern. There are two possible 
courses to follow: 

1. One may separate the child from his adenoids by 
doing a routine T. and A. This has something to recom- 
mend it because cure is relatively rapid. 

2. One may try to coast along with the child for six 
months or a year. In most cases, children literally grow 
away from their adenoids because two things happen. 
First, the posterior nasopharynx enlarges as the child 
grows and, secondly, the adenoids tend to shrink 
under treatment so that, within a period of time, 
benefit can be expected with conservative treatment. 

A rather simple therapeutic regimen will usually 
show enough progress to allow temporizing, at least 


for the time being, about the T. and A. Use two pro- 
cedures to start with. First, teach the mother how to 
instill 1 per cent ephedrine solution straight along the 
inferior turbinate and against the hypertrophied 
adenoidal tissue, as shown in Figure 2. 

Have this procedure done three times daily for one 
week and skip a week, then do it again for a week. By 
no means advocate the steady use of nose drops, for the 
medicine itself will irritate the mucosa after constant 
use for a period of time. Along with this program of 
adenoidal shrinkage, prescribe one of the broad- 
spectrum antibiotics in average doses for four to six 
days. 

If the tissue has been properly shrunken, there will 
be a major improvement in symptoms by the end of the 
first week. After four to six weeks of this therapy, it is 
perhaps wise to change over to some oral product such 
as the Elixir of Novahistine mentioned earlier, and 
continue its intermittent use for approximately 60 days. 

By careful guidance one may continue the alternate 
use of various shrinking agents and the occasional 
exhibition of an antibiotic until the child either (a) 
gets well spontaneously, (b) requires a T. and A., or 
(c) mild weather intervenes with temporary cessation 
of symptoms. 

To summarize, in all seriousness, the problem is 
usually adenoidal in origin, and the basic tenet of 
treatment is to shrink the edematous, swollen adenoids 
by use of either systemic or local drugs and to eradicate 
any secondary infection that might be present. 


Age and Leadership 


In THIS COUNTRY a large proportion of the high executive 
and administrative positions are held by older men. There 
are, however, numerous instances of the appointment of a 
young man to an administrative post on the basis of his 
outstanding achievement, his capacity to generate fresh 
ideas, and his energy to put them into practice. I some- 
times question the wisdom of rewarding a young man for a 
valuable contribution with an administrative position that 
demands all his attention and shortens the “doing” stage 
of his career. Comprehensive studies indicate that the novel 
and significant ideas are developed early by men who stay 
within one career; the later years, in contrast, seem to ex- 
tend, exploit, and bring to fruition many of the earlier 
patterns of thought. For most men of ideas, there appears 
to be a progression toward maturity and leadership. If this 
is the case, then the shortening of the period for the kind 
of work in which novel ideas develop is not the ideal way 
to cultivate creativity.—R. H. Feurx, Science, 121:7A, 1955. 
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Pitfalls in the Care of Cardiacs 


THE PITFALLS in the care of cardiacs are numerous, but 
mainly concern the original diagnosis of the case. Before a 
physician embarks on the treatment of a given patient 
with heart disease he must ask himself three questions: 
First, is organic heart disease present? Second, is there 
evidence of congestive failure or coronary failure? Finally, 
is there something peculiar about the problem that requires 
more than the ordinary type of treatment, such as some 
form of surgical operation (pericardial resection), or is it a 
reversible form of heart disease, such as beriberi or thyro- 
toxic heart disease? Only after these three questions are 
satisfactorily answered should the patient be placed on 
the customary program of digitalis, diuretics, etc. When 
ordinary congestive heart failure is present, and the 
physician is certain that it is not due to one of the causes 
amenable to or curable by surgery, the problem is generally 
well treated by the average physician.—Samuet A. Levine, 
M.v., Ann. Int. Med., 42:1270, 1955. 
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The immediate repair of all soft tissue birth injuries 

is mandatory. Not only is the patient much better off, 

but the obstetrician has the mental satisfaction of a job well done. 
Two areas where injury is most apt to occur are the perineum 

and the cervix. Both of these areas should be inspected 

after every delivery and every noted laceration should be repaired. 
The techniques of repair are described 

in the text and by illustrations. 


The Immediate Repair of Obstetric Lacerations 


_- BY LOUIS H. DOUGLASS, M.D. 


Department of Obstetrics, University of Maryland School of Medicine 


Baltimore, Maryland 


Two RESULTS should be uppermost in the minds of all 
physicians doing obstetrics, whether specialists in this 
field or general practitioners: (1) the delivery of a liv- 
ing, healthy and uninjured infant, and (2) the return 
of the mother to active life with a birth canal as near 
the prepregnant state as possible. It is with the latter 
result that this presentation is concerned. 

It is generally agreed that the passage of a term or 
near-term infant through the birth canal in a primi- 
gravida is always accompanied by some laceration or 
tearing of the soft tissues. If there have been previous 
births, it is possible for the birth process to be com- 
pleted without laceration. Since this is due to the fact 
that previous deliveries have already caused tears that 
were either improperly repaired or not repaired at all, 
there is little in this to cause complacency. 


Perineal Lacerations 


As in so many conditions in medicine, the best 
treatment for perineal lacerations is their prevention. 
The one certain way to accomplish this is by incising 
the perineum, substituting a clean cut for a ragged 
tear. The operation of episiotomy is not at all com- 
plicated, and the technique can be readily learned. Also 
it is applicable to home delivery and may be carried 
out under local infiltration and pudendal block anes- 
thesia without discomfort to the patient. The results 
are usually excellent. It is not within the scope of this 
presentation to go into the details of the procedure or 
to argue the merits of the different types advocated. 


Figures 1, 2,3, 4. Exposure is obtained with a locking retractor 
(Gelpi) placed at the mucocutaneous border. A continuous suture is 
used to eliminate buried knots. The suture at the apex of the mucous 
membrane tear is first used for traction and later as shown in next 
illustration. The first suture, starting at the base of the tear, is car- 
ried up to the apex, bringing together the muscle fibers. In placing 
this layer each suture should take in a large amount of tissue and 
should come out in the mid-line. This decreases the likelihood of 
penetrating the rectum. The same suture is now used to bring to- 
gether the superficial muscle fibers and the fascia, beginning at the 
apex and continuing to the mucocutaneous border. The suture ts 
then put aside for the time being (See Figure 4). 


The two most common sites of injury are the peri- 
neum and the cervix. It is the separation of the levator 
ani muscle fibers that is important at the perineum. 
Those fibers are often torn without any laceration of 
the skin externally or of the mucous membrane within 
the vagina. Perineal relaxation, the result of injuries in 
this area, means a lack of support for the pelvic viscera, 
which causes an amount of discomfort impossible to 
describe. There is often some degree of prolapse with 
all the trouble that accompanies it. 
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figures 5, 6,7, 8. The vaginal mucosa is now brought together with 
the sulure that had been used for traction. This may be continuous 
or interrupted. In either event discomfort will be much less if the 
last two or three sutures are submucous in type. Having reached 
the mucocutancous border, this suture is put aside and the original 
gure used to continue the superficial muscle repair downward to 
the base. 


Anyone interested can find a complete and fully illus- 
trated description in any of the standard obstetric 
textbooks. 

Our British cousins are not so enthusiastic about 
episiotomy as we are, and feel that they can success- 
fully minimize lacerations to the degree that there will 
be no major relaxation afterward. From them we learn 
the very definite advantage of delivering the head in 
flexion rather than extending it over the perineum. In 
this way a smaller diameter, the sub-occipito-breg- 
matic, passes through the introitus. (If the head be ex- 
tended, as by the Ritgen maneuver, the diameter in- 
volved would be the occipito-frontal.) 

Delivery of the head should be slow, but not enough 
retarding pressure should be made to cause injury to 
the infant. The exact speed of delivery will vary with 
circumstances, and it is here that one must depend 
upon experience. 

Following delivery of the baby and placenta and, 
being assured that the uterus is firm and that there is 
no undue bleeding, the entire birth canal should be 
carefully inspected for damage, and any tears should 
be immediately repaired. This should be a routine to 
be carried out in every delivery. At times a patient will 
deliver before she has been prepared and draped. The 
birth was easy, the placenta was delivered without 
difficulty and there is no bleeding. This patient should 
be cleaned up and draped, and the birth canal in- 
spected just as any other. 

In the repair of perineal lacerations a few simple 
rules should be kept in mind: 

1. The repair should be anatomic: muscle to muscle, 
mucosa to mucosa and skin to skin. Through and 
through sutures should not be used. It is much wiser 
to repair in layers. 

2. Buried sutures should be continuous. This largely 
eliminates buried knots, which may be quite irritating. 

3. All sutures should carry only enough tension to 
loosely approximate the tissues. Remember that there 
is certain to be a great deal of edema, which will in- 
crease suture tension. More true here than in almost 
any other area is the old aphorism, “Loose sutures 
mean union, tight sutures mean slough.” 

4. To minimize pain, skin sutures should be sub- 
cuticular, preferably placed with a straight needle. 
The underlying structure should have first been 
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jingers of the Left hand and the anterior cervi- 
cal lipis grasped with a ring forceps. A second 
foreeps is placed lateraily, and in this man- 
ner, one max “walk” around thecervix, giving 
adequate exposure for inspection or repair. 


Figure 12. Vole that first suture is placed ai the apex of 
the fear. In the illustration a continuous lock suture is 
used. Interrupted sutures may be substituted if desired. 
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brought together so that this final continuous suture is 
under the least possible strain. 

The accompanying illustrations and their legends 
should be studied for the details of repair of perineal 
lacerations. (Figures 1 through 10). 


Cervical Lacerations 


Cervical lacerations are as frequent as, or even more 
frequent than, those of the perineum. Textbooks on 
obstetrics describe the nulliparous external os as a 
round dimple, whereas, in the woman who has borne 
one or more children, this structure is described as a 
transverse slit. This means there have been lacerations! 

Failure to repair these lacerations will result in in- 
fection, usually chronic, in the form of cervicitis, with 


an irritating discharge. This in turn will reduce the 


normal resistance of the vagina to infection, and there 
will be an annoying vaginitis with an immense amount 
of discomfort resulting. 

It is unfortunate that such a state of affairs should 
be allowed to continue, for cervical inspection and 
repair is a simple procedure. 

Following delivery, the cervix hangs down loosely 
in the vagina, and the anterior lip is readily grasped 
with an ordinary sponge stick. An assistant holds this 
while the operator “walks” around the cervix with two 
sponge sticks. In this way the entire circumference of 
the cervix is exposed and any laceration readily seen. 
Every tear should be repaired, no matter how small, 
for a tear that is 1 cm. in length immediately after 
delivery will still be 1 cm. at the end of the puerperium 


when involution is complete. 


An additional and very important reason for routine 
cervical inspection and repair is that the operator be- 
comes familiar with the procedure. Then, in the event 
that there is a laceration from which there is hemor- 
rhage (and these do occur), he approaches the repair 
with full confidence. 

The first suture should be placed in the apex of the 
laceration since it is from this point that bleeding most 
often arises. A fairly fine catgut should be used (0, 
double-0 or triple-O chromic). The sutures may be 
interrupted or continuous lock in type, the latter being 
somewhat easier to use, and all knots must be external. 
Again sutures must be only tight enough to approxi- 
mate tissues. 

This routine of cervical inspection and repair will 
be found to pay big dividends in the form of a much 
more normal cervix and a much more comfortable 
and happy patient. 

The illustrations and legends are an attempt to pic- 
ture the details of the technique of cervical inspection 
and repair (Figures 11 and 12). 


Lacerations of the Clitoris 


Lacerations in the region of the clitoris are occa- 
sionally seen, and these are quite apt to produce per- 
sistent bleeding. These are readily seen upon separa- 
tion of the labia, and are readily repaired with one or 
two sutures. On the other hand these lacerations may 
be easily overlooked, and there have been instances 
where prolonged efforts were made to control post- 
partum hemorrhage which was eventually found to be 
from a tear near or in the clitoris. 


Cancer Surgery 


In some of our specialized hospitals, along with the prac- 
tice of ultraradical surgery for cancer, there has developed 
a philosophy that the presence of cancer justifies anything 
that the surgeon elects to do. Useless operations on the 
uterus or appendix would not be tolerated at these hos- 
pitals, but useless operations on cancer are accepted with- 
out question. Surgeons deeply imbued with the doctrine of 
ultraradical surgery refuse to recognize that certain can- 
cers cannot be helped by operation even when these can- 
cers have been documented as incurable. These surgeons 
do not admit that their attempts to cure the incurable 
usually do harm. Their philosophy is that anything is 
justified in cancer’s name. 

There is a place for radical operations, especially in the 
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treatment of cancer of the head and neck, cancer of the 
rectum, cancer of the colon, and central recurrences of 
cancer of the cervix. But in some of the more malignant 
cancers, like cancer of the pancreas and advanced infiltrat- 
ing cancers of the stomach, attempts at radical resection 
usually shorten the span of life. The techniques of radical 
cancer surgery have been carried for into the zone of 
diminishing returns. The consistent failure of ultraradical 
operations to arrest advanced cancers of high malignancy, 
the devastating side effects of these operations and their 
high cost are shaking the faith of patients and physicians 
in the surgery of cancer. It is time to consider the natural 
history of cancer, to abandon those operations which con- 
sistently fail to palliate or cure, and to press the radical 
attack only in those fields where it gives promise of success. 
Georce Crirz, Jr., M.D., Surg., Gynec. Obst., 100:755, 
1955. 
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Semiannually GP publishes a qui: 

covering its scientific articles. 

Here are the multiple choice questions 

compiled from the July through December issues. 
Answers to these questions appear on page 216. 


Quiz 


1. A 50-year-old housewife complains of increasing 3. Melopsittacus undulatus (parakeet) is the source 
pain in the thumb and first two fingers of the right _ for: 


hand, Inflation of a blood pressure cuff on the right 1. Opsonins. 
arm causes hypesthesia of the first two fingers. The 2. A form of virus pneumonia. 
probable diagnosis is: 3. Undulant fever. 
1, Amyotrophic lateral sclerosis. 4. Melorheostosis. 
2. Compression of median nerve in the carpal tunnel. 5. Melanosis. 
3. Tetany. 
4. Conversion hysteria. 4. Iodine solution, by staining normal glycogen- 
5. Cervical rib syndrome. containing cervical epithelium, is the basis for: 
1. Schiller test. 
2. The illustration shown below is an example of: 2. Von Gierke’s test. 
1. Saddle nose. 3. Heller test. 
2. Anthropoidism. 4. Feller test. 
3. Hypothyroidism. 5. Seller test. 
4. Hirsutism. 
5. Acromegaly. 5. Testosterone is useful for all but one of the follow- 
ing: 
Re 1. Protein anabolism. 
2. Growth. 
3. Changes in the secondary sex characteristics. 
4. Carcinoma of the prostate. 
5. Recalcification in osteoporosis. 


6. Clots are likely to form in the heart in all but one 
of the following predisposing factors: 

1. Superior vena caval obstruction. 
Cardiac dilatation. 
Aurwular fibrillation. 
. Myocardial infarction. 
Tricuspid endocarditis. 


AN 


7. The most common innocent murmur heard in 
children is: 

Apical systolic murmur. 

Rough pulmonic systolic murmur. 

Rough aortic systolic murmur. 

Parasternal systolic murmur. 

Xiphoid systolic murmur. 
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8. The microscopic picture at the right represents: 
Alveolar cell carcinoma. 

Lymphangitic carcinoma. 

Diffuse interstitial fibrosis of the lung. 

Cystic fibrosis. 

Adenomatosis. 


9. One of the following is effective only in chronic 
myelocytic leukemia: 

Triethylene melamine. 

X-radiation. 

Cortisone. 

Myleran. 

Nitrogen mustards. 


jr 


10. The therapy of asymptomatic nodular goiter is: 
Surgical removal. 
X-ray therapy. 
Radwactive rodine. 
Prophylthiouracil. 
Careful observation for signs of toxicity and sur- 
gical removal if such signs develop. 


11. The greatest threat to the patient with gastritis 
is: 

Carcinoma. 

Achlorhydria. 

Pernicious anemia. 

Hemorrhage. 

Gastric polyps. 


.12. The x-ray appearance of Friedlander’s pneu- 
monia resembles all but one of the following: 
Tuberculosis. 

Nocardtosis. 

Carcinoma. 

Lung abscess. 


Coin lesion. 


13. The most important risk in the use of hypother- 
mia for surgical operations is: 

Postoperative hemorrhage. 

Shock. 

Disturbances in cardiac rhythm. 

Failure of temperature to return to normal. 
Frostbite. 


fr & 


14. The symptomatology of Addison’s disease is very 
suggestive of all but one of the following: 

1. Neurasthenia. 

2. Myasthenia gravis. 

3. Hypothroidism. 

4. Renal disease. 

5. Gastrointestinal neoplasm. 
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15. All but one of the following statements regarding 
breech delivery are true. Select the false statement. 
1. Labor should never be induced medically. 
2. Labor should never be induced surgically. 
3. The episiotomy should be larger than the same 
baby would require as a cephalic presentation. 
4. A breech baby is delivered traveling obliquely to- 
ward the floor. 
5. The buttocks and back should be posterior. 


16. In the treatment of urinary tract infections due to 
the coli-aerogenes group of organisms, the drug of 
choice is: 

Tetracycline. 

Streptomycin. 

Nitrofurantoin. 

Polymyxin. 

Neomycin. 


> 


17. An infant was ill for five days before treatment 
was started for acute meningitis, due to H. influenzae. 
After five days of treatment with chlortetracycline and 
chloramphenicol, the baby had shown some improve- 
ment but was still feverish and irritable, and the fon- 
tanels were bulging. Subdural aspiration yielded a 
yellow fluid, high in protein content. Further treat- 
ment would include: 

Daily subdural aspirations. 

A change of antilnotics. 

Addition of a sulfonamide to the regimen. 
Administration of an antibiotic intrathecally. 
Immediate craniotomy. 


fo 
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18. The accompanying x-ray film shows a lesion 
known to have been present for three months in the 
left lung. This type of lesion should be: 

. Excised immediately for microscopic examination. 


Watched carefully. 


. Disregarded. 
. Treated medically with isoniazd. 
. Treated medically with penicillin and streptomycin. 


19. It is estimated that “transfusion reactions” cause 
more deaths than surgical anesthesia or appendicitis. 
Among the most dangerous is the kind that results 
from massive bacterial contamination of stored blood. 
This type of “reaction” is distinguished from a run- 
of-the-mill pyrogenic reaction by: 

. Earlier onset during transfusion. 

. Later onset (usually after transfusion completed). 

. Greater violence, longer duration of reaction. 

. Absence of fever. 

. Absence of diarrhea. 


20. In a long-term study, the rates for respiratory in- 
fections were compared in two groups of children— 
those who had undergone tonsillectomy, and those 
who had not. It was found that: 
1. The rates were about the same in the two groups. 
2. Respiratory infections were more prevalent in the 
children who had undergone tonsillectomy. 
3. Respiratory infections were less prevalent in the 
children who had undergone tonsillectomy. 


21. An important feature of treatment of washing 
machine wringer injuries in children is: 
1. Use of an ointment to the injured area. 
2. Avoidance of skin grafting. 
3. Covering all dressings with waterproof sheeting. 
4. Maintenance of affected arm in a dependent posi- 
tion to insure adequate delivery of blood. 
5. Prompt application of compression dressings. 


22. Conservative treatment of acute pancreatitis 
should include: 

. Administration of cholinergic drugs. 

. Avoidance of nasogastric suction. 

. Avoidance of barbiturates. 

. Administration of antibiotics. 

. Avoidance of atropine. 


23. Spontaneous pneumothorax is likely to demand 
emergency treatment on the basis of all but one of the 
following considerations: 
1. When it complicates pulmonary tuberculosis that 
is already under drug therapy. 
2. In the presence of intrapleural hemorrhage. 
3. In the presence of increasing intrapleural tension. 
4. When there is underlying pulmonary emphysema 
with pulmonary insufficiency. 
5. When there is pus as well as air in the pleural 


Space. 


24. A patient has mild jaundice due to congenital 
hemolytic anemia. Among the following, indicate the 
finding that will not be present. 

1.. Increased icterus index. 

2. Increased van den Bergh (quantitative). 

3. Bilirubin in urine. 

4. Urobilinogen in urine. 


5. Reticulocytosis. 


25. The physical treatment of rheumatoid arthritis 
has all but one of the following objectives: 

. Maintenance of useful joint function. 

. Prevention of deformity. 

. Maintenance of muscle strength. 

. Moderate aggravation of joint symptoms in order 

to increase the local inflammatory process. 
. A program simple enough to be used regularly at 


home. 


26. A young man’s hand is tattooed with a cross and 
three radiating lines. This might suggest that: 

. He has been a narcotic addict 

. He has had hepatitis 

. He has diabetes mellitus 

. He is a quite normal person 
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Mediastinal Emphysema 


BY SOL KATZ, M.D. 


Associate Editor, GP 


THERE ARE several mechanisms by which air may enter 
the mediastinum to cause mediastinal emphysema 
(pneumomediastinum). Perforation of the trachea, 
bronchi or esophagus by traumatic instrumentation or 
disease is perhaps the most common cause of this con- 
dition. Air may dissect along the fascial planes of the 
neck and enter the mediastinum following thyroidec- 
tomy, tonsillectomy and especially tracheotomy. The 
forceful respiratory efforts due to the underlying con- 
dition for which tracheotomy is done encourage the 
sucking of air into the mediastinum from about the 
tracheotomy wound. Following surgical procedures 
within the mediastinum, such as operations on the 
heart, esophagus and sympathetic nerves, air may re- 
main within the mediastinum. The retroperitoneal 
space is anatomically continuous with the mediastinum 
so that, following perirenal air insufflation for the 
roentgen visualization of kidneys or adrenals, mediasti- 
nal emphysema may be observed. Pneumoperitoneum 
may be complicated by pneumomediastinum when the 
air travels along the needle tract in the abdominal wall 
and then ascends the fibromuscular layer of the abdo- 
men to extend over the superior surface of the dia- 
phragm to enter the anterior mediastinum. One of the 
most interesting pathways by which air gains access to 
the mediastinum is by the rupture of alveoli and the 
development of interstitial emphysema with the pas- 


Figure 1. Mediastinal emphysema in a patient with bilateral pneu- 
monia. The clues to diagnosis of mediastinal emphysema are 
(1) the line of the reflected mediastinal pleura (arrow) with air 
medial to it, and (2) the vertical linear streaks representing air in 
the subcutaneous tissues of the neck. 


sage of air along the perivascular connective tissue 
sheaths to the mediastinum. This is the method by 
which mediastinal emphysema occurs in various pul- 
monary disorders associated with overdistention of 
alveoli and an increase in intrapulmonary pressure due 
to cough. Spontaneous rupture of normal alveoli un- 
related to effort may cause spontaneous mediastinal 
emphysema. 

Having entered the mediastinum, the air may pur- 
sue several courses. It may enter the subcutaneous tis- 
sues and appear especially in the neck and chest wall. 
Passage of the air through the aortic and esophageal 
openings in the diaphragm outlines the retroperitoneal 
space, while rupture of the mediastinal parietal pleura 
results in a pneumothorax. Presence of air in the me- 
diastinum causes the pathognomonic Hamman’s sign 
—a crunching, crackling, clicking sound heard over 
the precordium synchronous with the heart beat. 

The x-ray appearance of mediastinal emphysema is 
characteristic. In the posteroanterior view, the findings 
may be absent when there is only a small volume of air. 
A linear radiolucent line may be seen adjacent to the 
heart borders. A thin white line representing the 
mediastinal parietal pleura is present just outside this 
radiolucent area. When there is a large amount of air 
in the mediastinum, a clear halo surrounds the heart. 
Vertical streaks of air may be present in the region of 
the great vessels above the heart, in the neck, in the 
chest wall and even in the abdominal wall as well as 
retroperitoneally. A pneumothorax is often present. A 
lateral film is essential especially when the amount of 
air is small. In this view the dark streaks of air can be 
seen retrosternally, as well as around the great vessels 
and heart. The contrast between the mediastinal air 
and mediastinal structures serves to outline the poste- 
rior border of the heart and other mediastinal organs 
more clearly than usual. 


Figure 2. Lateral view of same patient showing a dark radiolucent 
zone of air behind the sternum. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP Department. 

This is the seventh of twelve from the 
University of Rochester School of Medicine, 
Rochester, New York. 


Practical Therapeutics 


THE JUVENILE DIABETIC 


BY GILBERT B. FORBES, M.D. 


Associate Professor, Department of Pediatrics, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


ONE Is INCLINED to think, when the word diabetes mel- 
litus is mentioned, of the obese middle-aged individual 
whose clinical situation is conditioned by nutritional, 
degenerative and perhaps hormonal factors in addition 
to heredity. It should be remembered that diabetes is 
occurring with increasing frequency in the childhood 
population, and it is anticipated that this trend will 
continue. But why single out this age group for special 
discussion ? 

The need for a clear understanding of the problems 
of the juvenile diabetic, as distinct from those of the 
adult, becomes evident when one considers the varia- 
tions that age produces in the manifestations of the 
disease and in the therapeutic program employed. It is 
the intent of this essay to bring out some of the differ- 
ences between adult and juvenile diabetics, to highlight 
the important problems in differential diagnosis and 
management in the juvenile group, and to emphasize 
that special consideration should be given to the child 
with diabetes. 

The challenge of the juvenile diabetic is a real one: 
the successful management of the chronically ill child 
is always difficult; the problem of long-term prognosis 
is still unsolved; and the incidence of the disease is 
slowly but surely rising. The general practitioner can- 
not escape a consideration of this problem. 

Foremost among the differences exhibited by juve- 
nile patients is the fact that obesity does not play a role 
in the pathogenesis of the disease. Indeed, one is often 


GP January 1956 


faced with exactly the opposite problem—the promo- 
tion of an adequate weight gain. 

The disease tends to be more severe in the child. 
Occasionally the insulin requirement is low, particu- 
larly during the first year of the disease when for a 
short period it may vanish. However, it is rare to find 
exceptions to the general statement that all juvenile 
patients require insulin therapy. In addition, the dis- 
ease tends to be less stable than in the adult, with 
requirements for insulin and diet showing marked and 
often unaccountable fluctuations. 

The tendency for juvenile patients to develop infec- 
tions, including those of the skin, is no more pro- 
nounced than that of the nondiabetic child. Although 
an intensification of the diabetic state usually ensues, 
juvenile patients otherwise are fully as tolerant of the 
usual childhood infections and surgical procedures as 
their nondiabetic contemporaries. 

Diabetes is a chronic disease and by its very nature 
demands a certain minimal amount of continuous dis- . 
cipline in the form of regular meals and doses of in- 
sulin. The child encounters infinitely more difficulty 
in rationalizing this state of affairs than the adult. As 
a consequence, problems engendered by rebellion on 
the part of the juvenile diabetic may arise to complicate 
the underlying metabolic situation. Lastly, the juvenile 
patient demands consideration as a child. As such, he 
grows, develops and matures. His needs in these direc- 
tions must be met if he is to thrive. 
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& COMPOSITE SHOWING 
THE INCIDENCE ACCORDING 10 ace 
ONSET OF 1.779 CriLoREN 


Figure 1. (Reproduced from Duncan’s Diseases of Metabolism, 
2nd ed., p. 866, by permission of the author and publisher.) 


The Natural Onset of the Disease 


The basic defect in diabetes is an inefficient metabo- 
lism of carbohydrate, and the principal manifestations 
of the disease can be traced logically to this fact. (It 
must be admitted, however, that the pathogenesis of 
the late vascular complications is quite unknown.) 
Biochemical studies have shown that the content of 
extractable insulin in the pancreatic tissue of nondia- 
betic children is some 16 times that of the average dia- 
betic. 

The age of onset is depicted in Figure 1. Males and 
females are about equally affected—another point of 
difference from the adult age group in which females 
predominate. 

From the standpoint of etiology, the factor of hered- 
ity is foremost, though it is not known why some juve- 
nile diabetics develop clinical manifestations of the dis- 
ease during infancy while others do so later in child- 
hood. While it is true that trauma and infection may 
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precipitate latent diabetes in a child, no evidence has 
been forthcoming that these factors are truly patho- 
genic. Endocrine dysfunction involving the thyroid, 
pituitary or adrenal glands is rarely seen in clinically 
recognizable form. The old fear that overindulgence in 
carbohydrates leads to diabetes is quite unfounded. 

The sequence of biochemical events known to occur 
at the onset of the disease involves a host of interrelated 
enzymatic reactions. When these are brought together 
in such a way as to indicate the general involvement of 
the major metabolites, some such scheme as that de- 
picted in Figure 2 will serve to indicate what happens 
in the untreated diabetic. From a consideration of this 
diagram the evolution of the usual symptoms and 
signs follows logically. 

This schema is greatly simplified, but should serve 
as a basis for understanding the sequence of clinical 
events observed in the usual juvenile diabetic. It has 
long been suspected, for instance, that factors other 
than dehydration and shock may contribute to diabetic 
coma. It is difficult to adequately portray in such a 
diagram the interplay of factors (some of them the 
result of therapy) which contribute to potassium de- 
ficiency. And it is not known whether the late vascular 
complications are the result of impaired fat metabo- 
lism. The symptoms of weakness and fatigue are of 
course intensified by acidosis and dehydration, with 
dehydration contributing significantly to the rapid 
weight loss associated with impending coma. 

This is the inexorable path taken by each diabetic. 
The speed at which the biochemical lesion progresses, 
and the rapidity of onset of symptoms and signs and 
the extent to which they progress are subject to various 
modifying influences. These influences are (1) the age 
of the patient, in that the course tends to be more 
rapid in children; (2) the adequacy of compensatory 
mechanisms, namely the minimization of starvation 
through increased appetite (polyphagia), the attempt 
to maintain water balance through increased drinking 
(polydypsia), and the type of diet; and (3) most im- 
portantly, the effects of stress, whether this be infec- 
tious, traumatic or psychogenic. 

One commonly finds, for instance, that at the onset 
of the diabetic state the patient exhibits rather mild 
symptoms for several weeks or months until some form 
of stress (usually an infection) supervenes. Then a sud- 
den intensification of symptoms occurs, eventually to 
culminate in profound acidosis and coma. It is well 
known that the diabetic state increases in severity in 
response to stressful situations of various sorts. The 
observance of this phenomenon naturally leads to the 
speculation that the adrenocortical hormones play a 
role in determining the severity of symptoms—a con- 
cept that receives support from the facts that cortisone 
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Figure 2. Major pathways of disordered metabolism in diabetes 
illustrating the evolution of typical symptoms and signs. 


Diabetes mellitus 
Renal giycesuria 


Glycesuria accompanying 
eperations, infections. severe 
exercise, ete. 


Giycesuria of severe liver Fasting hypoglycemia is common 
disease 


Essential fructosyria, pentesuric Asymptomatic, norma! blood sugor 


Alimentary fructesuria, pento- Asymptomatic, norma! blood sugor 
suria 
Other evidences of disease weh a: 
hypertension, virilism, etc. 


Other signs such as hepatomegoly, 
cateract 
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Tassie 2. 


Symptoms and Signs 


Apathy, lethargy, disorientation, coma 
Gastric retention, vomiting, abdominal pain 


Enlargement, tenderness 
Rapid weight joss, dry inelastic skin, sunken eyes, dry mucous membranes 

Acetone odor to breath, Kussmauil breathing 

Ashen-gray skin color, rapid thready pulse, progressing to hypotension, shock, anuria and death 


administration can provoke hyperglycemia in man and 
animals, that hyperadrenocorticism (Cushing’s syn- 
drome) is associated with hyperglycemia and relative 
insulin resistance, and that adrenalectomy ameliorates 
experimental diabetes. 


Diagnosis 


There are two general types of situations in which 
a differential diagnosis of the diabetic state must be 
corsidered. 

First is the discovery of mellituria in an asympto- 
matic child or in one whose symptoms of weight loss 
and polyuria are somewhat indefinite and only slowly 
progressive. (A number of unsuspected diabetics are 
discovered each year during diabetic-detection drives 
held in various cities.) Having found a reducing sub- 
stance in the urine in such a patient, one cannot, of 
course, make a definite diagnosis of diabetes mellitus. 
Nondiabetic mellituria may be seen in a number of 
situations. In Table 1 these are differentiated from dia- 
betic glycosuria. 

It is evident that a good start can be made toward 
excluding other possibilities merely by noting the in- 
tensity and the duration of the mellituria. If the qualita- 
tive test reveals a persistent 2+ to 4+ reaction (re- 
member that we are discussing the asymptomatic pa- 
tient here, not the person in acidosis or coma in which 
a quick diagnosis is essential), the possibilities in the 
vast majority of instances lie only between renal gly- 
cosuria and diabetes mellitus. 

Faced with this situation an oral glucose tolerance 
may be necessary. Most clinical laboratories are now 
equipped to perform capillary blood sugar determina- 
tions so that this test can be easily carried out in 
children without the necessity of repeated venepunc- 
tures. A fasting blood sugar level of 120 mg. per 100 cc. 
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or more with a rise to a maximum of greater than 160 
mg. and a failure to return to normal at the end of 
three hours are usually diagnostic in a situation of this 
sort. A “‘diabetic” type of glucose tolerance curve can 
be seen in patients with hyperadrenocorticism, liver 
damage and thyrotoxicosis. The characteristic symp- 
toms and signs of these conditions usually serve to dis- 
tinguish them from diabetes mellitus. 

Rarely it may be necessary to perform special tests 
to identify the exact nature of the reducing substance 
in the urine. Since glucose and fructose are the only 
sugars among those listed in the table which are fer- 
mentable by yeast, a simple fermentation test is often 
helpful. Paper chromatographic and other special chem- 
ical tests may be used in making a final identification. 

The differential diagnosis of diabetic acidosis and 
coma, by way of contrast with the above situation, 
demands the utmost speed if the patient’s welfare is 
not to be compromised. The cardinal features of this 
state are set forth in Table 2. 

To better illustrate the sequence of events the fol- 
lowing case study is presented. 

Thomas L. was first observed to have symptoms of 
polyuria, polydypsia and easy fatigability at the age of 
2% years. The findings at that time included glyco- 
suria and hyperglycemia. These changes were readily 
reversed by administration of insulin. After a short 
period of hospitalization, he was stabilized on NPH 
insulin, 3 units daily, and for about two months he was 
practically aglycosuric on this regimen. He then began 
to have a series of mild upper respiratory infections, 
and at these times moderate glycosuria and mild keto- 
nuria would occur. Insulin dosage was gradually in- 
creased to 10 units daily during the next four months. 
During the sixth month of his disease it was noted that 
the morning and evening urine specimens were free of 
sugar, but that the noon specimen showed a 2+ or 3+ 
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reaction. Consequently, regular insulin was added, 3 
units of regular and 11 units of NPH being given (in 
the same syringe) before breakfast. 

During the ensuing nine months, the total insulin 
dosage varied from 13 to 21 units daily, divided be- 
tween NPH and regular according to his needs. 
Temporary increases were necessary at times of inter- 
current upper respiratory infections. A temporary de- 
crease in dosage was necessary during and for a short 
time after an attack of “virus” gastroenteritis asso- 
ciated with anorexia and vomiting. In general, glyco- 
suria was mild, one 24-hour sample containing a total 
of only 5 grams of glucose. By the 16th month, insulin 
dosage was fairly well stabilized at 5 units of NPH and 
9 units of regular daily. 

At this point he was exposed to rubeola. Some nine 
days later his mother noted that he “did not look 
well,” and two days later cough and conjunctivitis 
were noted. Later that same day he was feverish, 
vomited several times, and complained of abdominal 
pain. The next morning he was listless, continued to 
vomit, and because of anorexia, insulin was not given. 
By afternoon he had become drowsy and hyperpneic, 
and it was apparent that he had lost weight. He was 
admitted to the hospital that evening. 

Findings on admission included signs of dehydration 
(poor skin turgor, sunken eyeballs, weight of 14.4 kg. 
in contrast to 16.8 kg. two weeks previously), Kuss- 
maul respirations, acetone odor of the breath, and semi- 
stupor. Koplik spots were present. Samples of urine 
and blood were obtained immediately, and with the 
finding of a 4+ reaction for both urine sugar and ace- 
tone, 50 units of regular insulin was given subcutane- 
ously, and an intravenous infusion started. The labora- 
tory report confirmed the clinical diagnosis of severe 
diabetic acidosis in that the serum carbon-dioxide con- 
tent was 5.5 mEq. |. and the blood sugar 460 mg. per 
100 ce. 

Continued therapy with insulin and intravenous 
fluids produced rather prompt improvement. Within 
four hours hyperpnea ceased. By the seventh hour he 
had become much more alert and actually requested 
oral fluids. At the 12th hour the urine test revealed a 
negative reaction for sugar and only a trace of acetone, 
the carbon dioxide and glucose levels in the blood 
were normal, and he was taking clear fluids by mouth. 

On the day after admission the rash of measles was 
evident for the first time. Convalescence was unevent- 
ful, and at time of discharge from the hospital three 
weeks later, he was taking 20 units of NPH and 5 units 
of regular insulin daily. During the subsequent two- 
month period (the extent of our observation to date), 
the insulin requirement gradually fell to 15 units daily. 

This case exemplifies the speed with which acidosis 
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and coma may supervene in the face of intercurrent 
infection, and the resultant changes in insulin require- 
ments. 

The differential diagnosis of diabetic acidosis or coma 
is usually not difficult. Characteristic findings include 
a typical history together with signs of dehydration, 
Kussmaul respirations, acetone odor to the breath, 
marked glycosuria and ketonuria. Confirmation comes 
from the finding of hyperglycemia and a markedly re- 
duced serum carbon-dioxide content (usually below 25 
volumes per cent, or 11 mEq. per liter). All of these 
features should be present in severe diabetic acidosis; 
if any are lacking, either the condition is not severe or 
some other disease is present. Additional findings often 
include abdominal distention and tenderness, enlarge- 
ment of the liver, leukocytosis and, in severe cases, 
signs of peripheral circulatory failure and coma. 

There are only two conditions apt to be confused 
with diabetic acidosis and coma. Central nervous sys- 
tem disease may result in hyperglycemia and glyco- 
suria, in addition to coma, and if starvation complicates 
the picture, mild or moderate ketosis will occur. I have 
seen instances of meningitis in which the erroneous 
diagnosis of diabetes had been made, and one case each 
of brain tumor and of toxic encephalopathy following 
pertussis vaccine. In each instance the proper diagnosis 
would have been possible had the patient’s history been 
carefully evaluated. 

In central nervous system disease, symptoms refer- 
able to this organ system usually antedate others more 
characteristic of diabetes, hyperglycemia is not pro- 
nounced (blood sugar usually below 300 mg.), acidosis 
and dehydration are mild, and convulsions and signs 
of increased intracranial pressure may be present. In 
unusual situations in which shock occurs and concern 
is expressed about undue delay in making a diagnosis 
of diabetes, the safest procedure is to treat the patient’s 
shock in addition to using other measures to preserve 
central nervous system function (such as control of 
convulsions) and to withhold insulin until the picture 
is clarified. A carefully done lumbar puncture is indi- 
cated unless papilledema is present. Administration of 
insulin, with its real risk of dangerous hypoglycemia, 
is certainly unwise. 

The other condition is salicylate intoxication. Here, 
the common findings include Kussmaul respirations, 
lethargy progressing to coma, intense ketosis and a fall 
in COz content of the serum, in addition to the other 
symptoms seen in aspirin poisoning. It is evident that 
the condition of these patients resembles diabetic 
acidosis. A distinction can usually be made by keeping 
in mind the following points: these patients usually 
do not exhibit severe dehydration, glycosuria if present 
is mild, and the blood sugar level though often ele- 
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3. 


THE COALS 


Adequate diet 


Sufficient insulin to metabolize 
food ingested 

Attention to general healih— 
immunizations, periodic physi- 
cal examinotions, dentist, etc, 


Healthy emotional life 


THE METHODS 


vated to a degree is rarely over 200 mg. Examination 
of the blood for salicylate will provide the final answer 
to the question. 

The reader may, at this point, have raised the 
criticism that no mention has yet been made of the 
differential diagnosis between diabetic acidosis and 
insulin shock. Most textbooks elaborate this point, but 
if one considers the question carefully, it is apparent 
that the two conditions have little in common. The 
onset of typical insulin shock is heralded by sensations 
of hunger, weakness, dizziness and palpitation, followed 
by a fairly rapid onset of loss of consciousness and often 
a convulsion. There is nothing in this picture, aside 
from the unconscious state, to suggest diabetic acidosis. 
The respirations are not Kussmaul in character, dehy- 
dration is not present nor are peripheral circulatory 
failure and severe ketosis (mild ketosis may however 
occur in hypoglycemia). If doubt still exists, urinalysis 
will answer the question. There should be no hesitancy 
about catheterizing such a patient if urine cannot be 
voided. If diagnostic difficulties are still encountered, 
and facilities for blood sugar determinations are not 
readily available, the patient can be given an intra- 
venous infusion of hypertonic glucose. A dose of 20 cc. 
of a 50 per cent solution for the child of 5 to 10 years 
will usually relieve hypoglycemic symptoms rather 
quickly and will not embarrass the patient in diabetic 
acidosis. 

The following situation may pose a real problem, 
however. Let us suppose that a patient with moderate 
glycosuria develops symptoms of insulin shock within 
a matter of an hour or two. If the patient had not 
voided for several hours, urine obtained at the time of 
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shock would represent a mixture of that formed during 
both the hyperglycemic and hypoglycemic periods 
and would, therefore, contain sugar. In this instance a 
blood sugar determination is essential. 


Treatment Goals 


Fundamental objectives to be kept in mind in the 
management of the juvenile diabetic revolve about a 
few simple considerations: the establishment and main- 
tenance of normal growth and development; setting 
the stage for a happy childhood existence; and the 
avoidance of complications, such as coma, insulin 
shock and late vascular disease. It is best to keep these 
objectives in mind rather than to adopt any sort of pre- 
conceived or empirical plan of management. As Dr. 
Louis Welt put it recently, “One of the great dangers 
of any ‘standard therapy’ is the failure to recognize 
that one may not be treating a slandard patient.” 

It can be seen at a glance that a number of inter- 
relationships exist among these three objectives (Table 
3). For example, prescription of a diet adequate for 
normal nutrition and growth does not insure that the 
diet will be eaten. The emotionally upset child or the 
neglectful mother may alter the results of urinalysis, 
thus upsetting completely the program of carefully cal- 
culated insulin dosage. Unrecognized mild insulin re- 
actions may interfere with the child’s activities and 
emotional outlook. The occurrence of diabetic acidosis 
can impair nutrition in the face of what would other- 
wise be adequate diet. 

It is usually best to begin treatment in a hospital 
setting, for it is here that both parent and child can be 
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brought to a better understanding of treatment methods 
and treatment goals. The technique of proper insulin 
administration must be learned, procedures for testing 
the urine for sugar and ketones practiced under guid- 
ance, the principles of dietetics grasped, and the in- 
numerable questions certain to arise on the part of 
patient and parent anticipated and answered if at all 
possible. An understanding staff of house officers and 
nurses and an experienced dietitian can do much to 
help in orienting the patient and his family to the 
disease. 

The subjects of practical importance in management, 
namely insulin, diet, urinalysis and emotional con- 
siderations will now be taken up in order. 


With but temporary and inconsequential exceptions, 
all juvenile diabetics need insulin. Insulin dosage 
should always be decided on the basis of the needs of 
the individual patient. It will vary with the duration of 
the disease, the size of the child, rate of growth, physical 
activity, presence or absence of stressful situations, 
dietary intake and severity of the disease. There is no 
standard dosage, although the studies of Jackson and 
his associates at the University of Iowa have shown 
that on the average a well-controlled juvenile diabetic 
will require approximately 0.9 to 1.1 units per kilogram 
body weight (0.4—-0.5 units per pound) daily. Table 4 
briefly outlines some of the salient features of insulin 
usage. 

The ultimate purpose of insulin administration is to 
reverse the chain of metabolic events depicted in an 
earlier diagram so as to bring about a state of normal 
glucose utilization. Complete “control” of the diabetic 


4. 
Insulin. 


state (defined here as a normoglycemic, aglycosuric 
state uncomplicated by insulin reactions) cannot be 
achieved in most juvenile patients without the imposi- 
tion of a therapeutic regimen so strict and harsh that 
severe emotional complications enter the scene, al- 
though it may be possible to accomplish this when the 
disease is quite mild. 

In some patients even the most precise methods ot 
management will fail to yield complete control. Con- 
sequently, most clinicians experienced in the field have 
set up treatment objectives somewhat as outlined in the 
accompanying table. There can be no question as to the 
desirability of these objectives; the only area for dis- 
agreement concerns the extent to which glycosuria will 
be allowed to occur. Some clinicians believe that 
marked glycosuria is not harmful to the patient as long 
as ketonuria does not occur. Others point out that it 
means caloric wastage, predisposes to pancreatic ex- 
haustion, and accelerates degenerative vascular disease 
complications. The question of just what constitutes 
“minimal” glycosuria will be elaborated later. 

There is no need to repeat here the information that 
is so widely available concerning the various types of 
insulin now available. At the present time crystalline 
insulin in combination with NPH or protamine zinc 
insulin is most widely used. A new type of long-acting 
preparation, insulin lente, is now on the market. Its 
activity parallels that of NPH insulin. 

Patients requiring less than 15 units daily may need 
only one dose of NPH or protamine zinc insulin daily, 
given one-half hour before breakfast. Those with more 
severe involvement usually need at least one injection 
of combined short- and long-acting insulin, given in the 
morning, and many will require a supplementary be- 
fore-dinner injection of crystalline or NPH insulin. 


Dose 


of disease 


gery, often at puberty 
Decrease with exercise 
Adjust to individual needs 


growth in body size 


Fluctuates during first yeor 


increase with infechon, sur- 


Groadval increase with 
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Emotional Objective 


Emergency Objective 


Adequote protein, vitemins and other essen- 
tials 


Between-meal and evening snacks may 
help avoid insulin reactions 


Some measure of day-to-day consistency 


Palatability 


integration with family dietary prefer- 


Provision for variability 


Supplementary liquid diet for illness 


Sugar or orange juice available fer 
insulin reactions 


Dosage is worked out purely on a trial-and-error 
basis, and should be adjusted in accordance with the 
patient’s individual needs. Always remember that 
dosage requirements will usually drop when the patient 
leaves the hospital, and on other occasions when physical 
activity is increased. In the juvenile patient, true in- 
sulin resistance, aside from the temporary increases 
necessary during acidosis, is extremely rare, and local 
reactions at the injection sites will not occur in the face 
of a modicum of attention to technique. 

Insulin Reactions. The classical picture of insulin 
shock, with its typical symptoms and the rapid and 
gratifying response of the patient to the administra- 
tion of glucose, is associated with the use of crystal- 
line insulin. The situation is more complicated when 
long-acting insulins are used, with symptoms so bizarre 
in some instances that a clinical diagnosis becomes quite 
difficult. On a number of occasions, these patients have 
developed apathy, mild visual disturbances, incorrigible 
behavior, mild disorientation and mental dullness or 
poor appetite in the complete absence of the more classi- 
cal symptoms of pallor, sweating, hunger and convul- 
sions. In others, whose symptoms have progressed to 
the point of stupor, the response to glucose administra- 
tion is agonizingly slow, several hours being required 
for complete disappearance of symptoms. Further, the 
symptoms mentioned above may be present at blood 
glucose levels of no less than 40 mg. per 100 cc. An 
accurate diagnosis is possible only by means of a blood 
glucose determination. 


Diet 


During the first 15 to 20 years of the insulin era, 
dietary therapy varied widely from one clinic to an- 
other, each group combining a high degree of empiri- 
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cism with metabolic theory in order to arrive at what 
was considered to be an optimal diet. Precision in 
dietary construction was stressed, refined carbohy- 
drate sources were prohibited, and calories were ap- 
portioned between protein, fat and carbohydrate in 
various ways, often to the point of added expense and 
lack of palatability. Small wonder is it that, in the face 
of modern American food habits, the child was prone 
to defection! The doctor did little to ease the situation 
in his insistence that dietary indiscretions could be 
blamed for the occurrence of complicating acidosis 
and coma. 

A realistic program for diet is briefly outlined below. 
Its single most worthwhile objective is the promotion 
and maintenance of normal growth, development and 
activity (Table 5). In contrast to the adult, the control 
of obesity is rarely a problem in the juvenile age group. 

The simplest approach to the construction of a diet 
is to begin with the total caloric requirement. This 
varies with age, as shown in Table 6. A reasonable ad- 
justment for appetite, activity and nutritional status, 
can be made later, but it is advisable to use the figures 
in the table as a starting point. Of the total calories 
prescribed, allot 15 per cent for protein, and 40 to 50 
per cent for carbohydrate, with the remaining 35 to 45 
per cent as fat. This combination not only resembles in 
high degree the usual American diet but will auto- 
matically insure an adequate intake of protein for 
growth purposes. Furthermore, such a diet is palatable. 

The day’s caloric intake is apportioned among the 
three meals as 33 per cent for breakfast, 33 per cent for 
lunch, and 33 per cent for dinner. However, when 
long-acting insulin is used it is usually desirable to 
prescribe between-meal and evening feedings, and the 
caloric distribution here should be 25 per cent, 8 per 
cent, 25 per cent, 8 per cent, 25 per cent and 8 per 
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cent, respectively for the six feedings. Variations of 
this plan—for example, shifting some of the morning 
calories to late afternoon—are frequently necessary to 
meet the patient’s individual requirements. Ordinary 
household measuring devices are used, for the varia- 
bility inherent in the composition of marketed foods 


7. 


For Tommy C. 


and in cooking procedures serves to obviate the ap- 
parent precision of a dietary scales. 

Table 7 illustrates a diet actually in use in our clinic. 
It so happens that this particular diet provides 40 per 
cent of the total calories as carbohydrate, 17 per cent 
as protein, and 43 per cent as fat. Calories and car- 
bohydrate are distributed among the six feedings as 
follows: 
Calories Carbohydrate 

23% 52 Gm. 
Midmorning 7% 12 Gm. 
Noon 22% 52 Gm. 
Midafternoon 8% 27 Gm. 
Dinner 29% 52 Gm. 
Bedtime 11% 29 Gm. 


Breakfast 


The parents are also given a list of food exchanges so 
that variety in the diet is possible.A useful booklet en- 
titled ‘Meal Planning and Food Exchanges” can be 
purchased from the Superintendent of Documents, 
Washington, D. C. The list that we provide for our 
patients is reproduced in Table 8. 

Several important features of this type of diet are 
evident. The long list of food “exchanges” allows the 


2,300 Calories, CHO 225, Protein 100, Fat 110 


Foods for the Day 


Sample Meai Plan 


joms, jellies, marmalade, honey, candy, gum 
cake, pie, pastry, puddings, cookies, sweet rolls 
carbonated drinks, sweetened drinks 


Eat as much of the following foods as you like: 
clear broth, bovilion (without fat), unsweetened gelatin, sour 
pickles, cranberries, rhubarb, lemonade (with saccharin). 


Breokfest: 

1 serving fruit 

1 serving cereal 

egg 

1 slice toast with butter 
1 cup milk 


lunch or Supper: 
Sandwich 

2 slices bread 
mect, fish or cheese 
butter or mayonnaise 
Raw vegetable or vegetable soup 
1 serving fruit 

1 cup milk 


Dinner: 

1 serving mect 

1 small potato 

2 servings vegetable 

1 slice bread and butter 
1 serving fruit 

1 cup milk 
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Taste 6. 
€aleric Requirements. : 
Age Col. /kg./day 
5 years 80 
5-10 years 70 
10-12 years 65 60 
«13-15. years 50 45 
16-20 yeors 45 40 
| 
‘ 
: 
2 teaspoonfuls 3 
De net peanut butter 4 
sugar, syrups, molasses 5 saltines or 1 
At Bedtime | 
a 1 cup milk 
2 grohom crackers or 
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8. 
Food Exchanges. 


Milk Exchanges: 
One cup of whole milk (pasteurized or homogenized) is equal tor 


(*Add 2 fat exchanges if these cre used.) 


Fruit Exchanges: 

This fist shows the different amounts of fruits to use for one 

servitg of fruit: 


Cantaloupe diameter)... ... 


Pineapple juice... 
Plums... 


You may use any one of these instead of | teaspoon of butter. 
One teaspoon equals ove thin slice of bacon: 

1 teaspeon margarine 1 tablespoon French ese 
1 teaspoon oil 1 teasp may 

J teaspoon cooking fat 2 tablespoons light cream 


Vegetable Exchanges: 
"A" —Yoy may eat as much of these vegetables as you wish: 
Asparagus Kale 

Broccoli Mustard 

Brussels sprouts Spinach 

Cabbage Turnip greens 
Caulifiower Lettuce 

Celery ; Mushrooms 

Chicory Okra 

Cucumbers Pepper 

Escarole Radishes 

Egg plant Saverkrewt 

Greens String beans 

Beet greens Summer squash 
Chard Tomatoes fone! 
Collard Tomato juice 
Dandelion Watercress 
“B"~—-You may use these vegetables raw or cooked. One half 
cup of vegetable equals one serving: 
Beets 

Carrots 

Onions 

Peas, greer 


Pumpkin 
Rutabages 
Turnip 


Meat Exchanges: 

One average setving of lean meot (beef, lamb, pork, vel, 

liver) equals one average serving lean fish or poultry, 

2 eggs 10 oysters, clams or shrimp 

Ye cup cottage cheese Ye cup solmen or tuna without 

2 frankfurters oll 

3 slices cold cuts (salomi, 2 slices (2 02.) of cheese 
bologna, etc.) 


Bread Exchanges: 

You may use any one of the following instead of one slice of 

bread. One slice bread {whole wheat, rye, Hallan, white, ete.) 

equals: 

1 baking powder biscvit 

1 plain roll, 2” diameter 

Va cup cooked cereal 

% cup flaked or puffed cereci 

Ya cup cooked mocaroni or spaghetti 

2 graham crackers or 4 smoll vanilla wofers or gingersnops 

3 soda crackers 1 small piece plain sponge cake 

5 saltine crackers 

6 round thin crackers 

1 small white potato or ‘4 cup mashed potcio or “% cup 
sweet potato 

Ye cup baked beans 

1 small ear corn or Ys cup whole kernel corn 

Y cup or % pint vanilla ice cream 
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taste 6. 
Caloric Requirements. 


Age 


cent, respectively for the six feedings. Variations of 
this plan—for example, shifting some of the morning 
calories to late afternoon—are frequently necessary to 
meet the patient’s individual requirements. Ordinary 
household measuring devices are used, for the varia- 
bility inherent in the composition of marketed foods 


7. 


and in cooking procedures serves to obviate the ap- 
parent precision of a dietary scales. 

Table 7 illustrates a diet actually in use in our clinic. 
It so happens that this particular diet provides 40 per 
cent of the total calories as carbohydrate, 17 per cent 
as protein, and 43 per cent as fat. Calories and car- 
bohydrate are distributed among the six feedings as 
follows: 


Calories Carbohydrate 


Breakfast 23% 52 Gm. 
Midmorning 7% 12 Gm. 
Noon 22% 52 Gm. 
Midafternoon 8% 27 Gm. 
Dinner 29% 52 Gm. 
Bedtime 11% 29 Gm. 


The parents are also given a list of food exchanges so 
that variety in the diet is possible.A useful booklet en- 
titled ‘Meal Planning and Food Exchanges” can be 
purchased from the Superintendent of Documents, 
Washington, D. C. The list that we provide for our 
patients is reproduced in Table 8. 

Several important features of this type of diet are 
evident. The long list of food “exchanges” allows the 


For Tommy C. 2,300 Calories, CHO 225, Protein 100, Fat 110 


Semple Meal Plan 


Do not eat: 

sugar, syrups, molasses 

joms, jellies, marmalade, honey, candy, gum 
cake, pie, pastry, puddings, cookies, sweet rolls 
carbonated drinks, sweetened drinks 


Eat os much of the following foods as you like: 
clear broth, bovillon (without fat), unsweetened gelatin, sour 
pickles, cranberries, rhubarb, lemonade (with saccharinl. 


Breakfast: 

1 serving fruit 

} serving cereal 

1 eg9 

1 slice toast with butter 10:30 om. 
1 cup milk 1 cup milk 


lunch or Supper: 3:30 p.m. 
Sandwich 
2 slices bread 
meat, fish or cheese 
butter or mayonnaise 
Row vegetable or vegetable 
1 serving fruit ; 
1 cup milk 


Dinner: 

1 serving meci 

1 small potato 

2 servings vegetobie 

1 slice breed ond butter 
1 serving fruit 

1 cup milk 
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8. 
Food Exchanges. 


Milk Exchanges: 

One cup of whole milk (pasteurized or homogenized) is equal to: 
"Powdered skim milk (nonfat dried Ye cup 


f*Add 2 fat exchanges if these are used.) 


Fruit Exchonges: 
This fist shows the different amounts of fruits to use for one 
serving of fruit: 
Apple (2” diimeter)..... 1 small 
Apricots, fresh........ medium 


Raisins. ...-.. bee ++++-2 tablespoons 
Fat Exchanges: 


You may use any one of these instead of | teaspoon of butter. 
One teaspoon equals ore thin slice of bacon: 

1 tablespoon French dressing 
1 teaspoon mayonnaise 

2 tablespoons light cream 


1 teaspoon margarine 
1 teaspoon oil 
1 teaspoon cooking fat 


Vegetable Exchanges: 

“~"—You may eat as much of these vegetables as you wish: 
Asparagus Kole 

Broccoli Mustard 

Brussels sprouts Spinach 

Cabbage Turnip greens 
Cauliflower Lettuce 

Celery Mushrooms 

Chicory Okra 

Cucumbers Pepper 

Escorole Rodishes 

Egg plant Saverkraut 

Greens String beans 

Beet greens Summer squash 
Chard Tomatoes fone) 
Collard Tomato juice (4 <) 
Dandelion Watercress 


“B"—You may use these vegetables raw or cooked. One half 
cup of vegetable equals one serving: 


Beets Pumpkin 
Carrots Rutabogeos 
Onions Squash, winter 
Peas, green Turnip 


Meat Exchanges: 
One average serving of lean meat (beef, lamb, pork, veal, 
liver) equals one average serving fean fish or povitry. 


2 eggs 10 oysters, clams or shrimp 
Ve cup cottage cheese Y cup salmon or tuna without 
2 frankfurters ell 

3 slices cold cuts (sclami, 2 slices (2 ox.) of cheese 


bologna, etc.) 


Bread Exchanges: 

You may use any one of the following insteod of one slice of 

bread. One slice bread {whole wheat, rye, italian, white, etc.} 

equals: 

1 baking powder biscuit 

1 plain roll, 2” diameter 

Ya cup cooked cereal! 

% cup flaked or puffed cereal 

% cup cooked maccroni or spaghetti 

2 graham crackers or 4 small vanilia wafers or gingersnaps 

3 soda crackers 1 small piece plain sponge cake 

5 saltine crackers cube) 

6 round thin crackers 

1 small white potato or Ya cup mashed potato or “% cup 
sweet potato 

Y cup baked beans 

1 small ear corn or “4 cup whole kernel corn 

Ye cup or % pint vanilla ice cream 
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cook to vary the diet from day to day to make for ease 
in coordinating the diabetic’s diet with that of the rest 
of the family. There is provision for dessert, and for 
beverage in the form of lemonade. Dining in restau- 
rants is possible. A liquid diet substitute can be easily 
arranged for use at times of intercurrent illness. 

Early in the discussions with the parents it would 
be well to review the food habits of the family. Despite 
the fact that Americans are said to be the best fed 
people on earth, dietitians continue to point out the 
inadequacies present in many homes. On more than 
one occasion, I have noted how much better nourished 
the well-controlled juvenile diabetic appears than do 
either his parents or his siblings. And for peace of 
mind in the kitchen and at the dinner table, the dia- 
betic’s diet should not differ too much from the family 
fare. 

A controversy is raging at the present time over the 
matter of the degree of rigidity to be followed in the 
diet. A number of investigators in this country have 
adhered to the proposition that good “‘control” of the 
diabetic state can be had only at the price of dietary 
rigidity, and that good control is essential to continued 
health. Others, both here and abroad, have cham- 
pioned the “‘free diet,” claiming that their patients are 
better adjusted emotionally and that diet has nothing 
to do with the pathogenesis of the late vascular com- 
plications of the disease. In the use of the “free diet,” 
the patient is instructed to partake of the usual family 
fare as his appetite dictates. Insulin dosage is adjusted 
to avoid ketonuria but to permit continuous glycosuria. 
The controversy is not yet settled, and in the mean- 
time, my preference is for a program of moderate 
rigidity with provision for flexibility and for temporary 
deflections on special occasions that mean so much in 
the life of every child—birthdays, holidays, and so on. 


Urinalysis 


Satisfactory information on the degree of diabetic 
control can usually be achieved through analysis of 
the urine, blood analyses being necessary only in cer- 
tain situations, such as acidosis, anuria, at the time of 
surgical anesthesia, and the like. The Benedict’s quali- 
tative test is used, the tests being made only on the 
early morning specimen in mild cases and at least four 
times daily in all others. The child can usually be 
taught to perform the tests by the age of 9 or 10. In- 
structions for ketone determinations should be given 
and the parents asked to make this test whenever the 
child is sick or showing symptoms of impending 
acidosis. 

The question of just what constitutes minimal gly- 
cosuria was posed earlier. In practice, one attempts to 
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adjust insulin dosage to a level that produces the least 
glycosuria without insulin reactions. Granting that it is 
not possible, in most juvenile patients, to achieve an 
aglycosuric state, a reasonable state of affairs would 
seem to be a daily excretion of glucose not exceeding 
10 per cent of the total available glucose in the diet 
(calculated as 100 per cent of the carbohydrate, 10 per 
cent of fat, and 56 per cent of the protein—all in 
grams—in the day’s diet). For instance, a child who 
consumed an 1800 calorie diet containing 270 grams 
of total available glucose would be considered to be in 
good control if he excreted 27 grams or less of glucose 
during a 24-hour period. It is thus advisable on occa- 
sion to quantitatively assay a 24-hour urine sample for 
the purpose of ascertaining the total excretion of glu- 
cose. Such quantitative determinations can be made 
in most clinical laboratories. 


Emotional Factors 


Successful management of the juvenile diabetic re- 
quires more than a sound knowledge of the metabolic 
fault. The disease is a chronic one involving a certain 
amount of regimentation and discipline, which to a 
child not fully cognizant of the underlying reasons, 
may be interpreted as unwarranted restriction. Add to 
this the necessity for daily injections, and the entire 
routine may seem like punishment. More than a small 
proportion of juvenile diabetics sooner or later develop 
symptoms of emotional maladjustment. In the words 
of Dr. Milton Senn, ‘The disease frequently becomes a 
focal point for antagonisms between parent and child. 
Greater permissiveness in the diet is frequently inter- 
preted as evidence of rejection by the parent, whereas 
restriction may be accepted as punishment.” The dia- 
betic management itself then becomes a sort of battle- 
ground within the family. 

What constructive role can the physician play here? 
The answer is contained in a recent statement by Dr. 
L. E. Hinkle: “If the physician reacts (to the patient) 
with rejecting, disapproving, punitive and restrictive 
attitudes similar to those which the parents have ex- 
hibited, he may become involved in a conflict with the 
patient which completely vitiates all of his efforts to set 
up a satisfactory therapeutic regimen. Here again it is 
generally felt that less harm is done to the patient if 
the physician is willing to sacrifice some measure of 
regularity and neat chemical control in the interest of 
forming a firm friendly relationship with the patient. 
Such a relationship ultimately enables the physician to 
guide the patient toward understanding the nature and 
significance of his behavior. It also enables him to lead 
the patient toward voluntarily accepting a regular regi- 
men as one of the necessary conditions to good health, 
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instead of regarding it as a punishment inflicted upon 
him by a new type of parent.” 

Every effort should be made to encourage the child’s 
participation in the usual activities of his childhood 
contemporaries. Summer camping is quite permissible, 
and if one prefers special diabetic camps, they are 
available in some areas of the country. 

The permanency of the disease demands the utmost 
of the doctor-patient relationship. There are few dis- 
eases in which the patient himself is expected to ad- 
minister more of his own treatment, yet he can never 
assume full responsibility in view of the need for ex- 
pert medical attention or advice at certain critical 
points. 

The physician, as one who fully understands the na- 
ture of the disease, is certainly in a position to offer 
valuable emotional support to the child, and his par- 
ents. Through the medium of kindly understanding, 
frequent visits, learned advice and a sincere attempt to 
see the problem through the eyes of the child, he can 
do much to bolster his patient’s self-reliance and insure 
a happier childhood existence. 


Complications 


Such complications as skin infections, peripheral 
vascular disease and neuritis are encountered only 
rarely in childhood. Epilepsy and tuberculosis have a 
slightly increased incidence among juvenile diabetics. 


One of the most devastating complications is serious 
and incapacitating central nervous system disease, in- 
cluding convulsions, the result of repeated insulin 
shocks. 

As the years pass, and juvenile diabetics live longer 
and longer, there has been an increased awareness of 
the occurrence of complications of a degenerative and 
vascular nature, disease states not unlike those known 
to be associated with adult diabetes. The list includes 
arteriosclerosis, cataract, retinopathy, renal damage 
(Kimmelstiel-Wilson syndrome), hypertension and 
cardiac disease. One or more of these states may make 
itself known sometime after the 15th year of the dis- 
ease ; they become increasingly frequent as time passes. 
Another interesting ‘‘complication” is the tendency for 
women to give birth to overweight babies. The cause or 
causes for these phenomena are not well understood, 
and indeed stand as a challenge to the modern investi- 
gator. There is no doubt of their relation to the diabetic 
state. Proponents of the “strict” regimen of manage- 
ment have marshalled evidence to indicate that well- 
controlled patients do not tend to develop these com- 
plications as frequently as those who are poorly con- 
trolled. Those who defend the “free” diet stoutly 
maintain that their patients thrive as well as any. 

It is to be hoped that this sketch of the subject of 
juvenile diabetes may be of some help to those practi- 
tioners who are called to diagnose and treat young pa- 
tients with this disease. 


March, 1956. 


So Help Me, Hippocrates 


that I, Dr. 


, will attend the 1956 


Scientific Assembly of the American Academy of General Practice in Washing- 
ton, D.C., March 19-22, and that with these words I will InstaNnTLy take steps 
to implement this resolution, as follows: 
1. Make appropriate marks on calendar. 
2. Instruct secretary to obtain hotel and transportation reservations. 
3. Instruct secretary to assist me in impressing all patients with the fact that 
their welfare and mine depend upon my being in Washington, D.C., in 


4. Arrange for substitute in practice. 
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Cancer of Esophagus 


In a stupy of 180 cases of cancer of the esophagus, 
Shedd, Crowley and Lindskog found “no particular 
reasons for optimism.” The reasons for that statement 
are apparent in the fact that surgical resection for cure 
was attempted in only 19 patients. There were only 
three survivors at the time the authors prepared their 
report. 

A kind of composite clinical picture can be drawn 
from the authors’ data and represented in a case re- 
port, as follows: 

The patient, a 63-year-old white man, had been 
troubled by dysphagia for six months when study led 
to a diagnosis of esophageal cancer. During that period 
he had lost considerable weight and lately had noted 
deep-seated chest pain. X-ray examination showed an 
obstruction at the middle portion of the esophagus. By 
means of an esophagoscope, a biopsy of the obstructing 
lesion was done. It disclosed an epidermoid carcinoma. 
In contrast to the usual experience in such cases, there 
were no contraindications to surgical exploration (no 
evidence of distant metastases, local invasion or other 
serious disease). Accordingly, after a period of inten- 
sive intravenous alimentation, an operation was per- 
formed. At that time, it was learned that surgical resec- 
tion was impracticable because of extensive local inva- 
sion by the cancer. A gastrostomy was performed, and 
x-ray therapy was given postoperatively. The patient 
lived only a few months after operation. The immedi- 
ate cause of death seemed related to local invasion by 
the cancer. (Surg., Gynec. ¢ Obst., 101:55, 1955.) 


Eventration of the Diaphragm 


AccorDING to Neuman, Ellis and Anderson, a better 
term for eventration of the diaphragm would be “‘eleva- 
tion of the diaphragm.” In their description of this 
condition, the authors pointed out that it is uncommon 
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and usually asymptomatic (being discovered by routine 
roentgenologic examination). 

In newborn infants, eventration of the diaphragm 
sometimes causes serious respiratory difficulty—may 
even lead to death. In the absence of severe effects, 
there may nevertheless be some predisposition to 
atelectasis and pneumonia. Continuous administration 
of oxygen may tide the newborn infant over a phase of 
severe respiratory embarrassment, so that surgical 
treatment may be delayed until the child is about a 
year old. If this favorable course does not ensue, opera- 
tion must be done earlier. 

Symptoms in older children and adults include res- 
piratory complaints (cough, wheezing, dyspnea, cy- 
anosis), digestive symptoms resulting from upward 
displacement of stomach or intestine, or cardiac symp- 
toms (palpitation, tachycardia, chest pain). Diagnosis 
is usually made by x-ray studies, sometimes including 
barium examination of the gastrointestinal tract or 
pneumoperitoneum (or, rarely, pneumothorax). 

Short of surgical plication or other repair of the af- 
fected hemidiaphragm, treatment is symptomatic. The 
long-term results of surgical treatment are not well 
known, owing to a paucity of reports of follow-up 
studies. (Proc. Staff Meet., Mayo Clin., 30:310, 1955.) 


Operations on the Liver 


SuRGICAL RESECTION of large portions of the liver has 
been limited by the difficulty in control of hemorrhage 
from this very vascular organ. One method for solving 
this problem consists of occlusion of afferent blood 
flow to the organ during the period of the operation. 
However, this method falls short of the ideal because 
of the poor tolerance of the liver for anoxia. When 
blood flow is obstructed for periods longer than 20 or 
30 minutes, hepatic necrosis may follow. 

Recently, Bernhard, McMurray and Curtis have re- 
ported that hypothermia during surgery protects the 
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liver during long periods of anoxia due to occlusion of 
afferent blood flow. It was postulated that liver cells 
survive under these conditions because they need less 
oxygen when the body temperature is low. 

Bernhard’s group made their studies in dogs, but 
they were convinced that the methods are applicable 
in human subjects. They had in mind especially “pa- 
tients with hepatocellular disease requiring anesthesia 
and surgery, patients with primary or secondary tu- 
mors of the liver who might be successfully treated by 
liver resection and patients with tumor extension to 
the portal vein who might not otherwise be considered 
capable of surviving operation.” (New England J. 
Med., 253:159, 1955.) 


Implantation of Colon Cancer 


BEAHRS AND HIS COWORKERS have studied a group of 
1,796 Mayo Clinic cases of carcinoma of the colon, rec- 
tum and anus. They found that 7.1 per cent of these 
patients had undergone treatment for hemorrhoids 
during the period of symptoms of large bowel cancer. 
Moreover, 4.3 per cent had undergone hemorrhoid- 
ectomy on the mistaken assumption that the rectal 
bleeding was due to hemorrhoids. 

In four cases in this group, following anterior resec- 
tion of the colonic carcinoma, a recurrence developed 
within a few months at the dentate line, the site of pre- 
vious hemorrhoids. In two of these, a hemorrhoidectomy 
had been performed a few weeks prior to discovery of 
the carcinoma. In one, a hemorrhoid had been treated 
locally, and in one, bleeding hemorrhoids had been 
present. In three instances, the local recurrence was 
removed by radical resection, and in one by local 
excision. Although no proof was available concerning 
the origin of the secondary neoplasms, the authors felt 
that the most likely explanation was that they repre- 
sented metastases from lesions more proximal in the 
large bowel, and that malignant cells from the primary 
carcinoma were seeded onto raw surfaces provided by 
hemorrhoidectomy, or bleeding hemorrhoids. (Cancer, 


8:831, 1955.) 


Immunization Against Poliomyelitis 


THE SEARCH for methods of protection against polio- 
myelitis has not stopped with development of the Salk 
vaccine. One line of investigation is concerned with 
administration of attenuated strains of poliomyelitis 
virus with a view to duplicating natural processes of 
immunization without the risk of paralysis. In this con- 
nection, Sabin reported the effects of oral administra- 
tion of attenuated virus to human volunteers. 

The volunteers were selected on the basis of previous’ 
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tests that showed a lack of demonstrable antibody for 
one or more of the three types of poliomyelitis virus. 
The administration of virus by mouth regularly caused 
alimentary tract infection. Only larger doses of virus 
were followed by localization and multiplication of virus 
in the throat. Viremia was not a feature in any case, and 
the infections were entirely asymptomatic. Harmful mu- 
tants of the virus were not discovered after multiplica- 
tion in the intestinal tract. 

The artificial infections regularly elicited an immu- 
nogenic response. It was greater in those volunteers in 
whom the virus localized in the throat as well as in the 
intestine. This finding led Sabin to suggest that swab- 
bing the throat with virus may be a more effective way 
of causing an immunogenic infection. Studies with other 
forms of attenuated viruses were reported to be in prog- 
ress. (Am. J. M. Sc., 230:1, 1955.) 


Simple Test for Crossed Eye in Infants 


IN AN ARTICLE concerned with the detection of oculo- 
motor defects in cerebral palsied children, Guibor de- 
scribes a simple test for the detection of strabismus in 
infants. When the patient gazes at a flashlight with one 
eye covered, the corneal reflection is toward the nose. 
With both eyes uncovered, deviation of an eye toward 
the nose is present if the reflection on the cornea of 
that eye is displaced laterally. 

It is emphasized that the crossed eye can be com- 
pelled to focus or fix in infancy. Atropine is dropped 
once each week into the straight eye. It will be blurred 
for two days each week, forcing the crossed eye to fo- 
cus. Turning of the straight eye during this period is a 
good sign, indicating focusing of the crossed one. In 
cerebral palsied children, this treatment prevents de- 
generation of vision in the crossed eye and may im- 


prove general motor ability. (J. Pediat., 47:333, 1955.) 


Gallstones in Sickle Cell Anemia 


Hemotysis of red blood cells is one of the causes of 
cholelithiasis. A high incidence of gallstones has been 
found at autopsy in patients with sickle cell anemia. 
This prompted Mintz and his colleagues to obtain 
cholecystograms on 21 patients with sickle cell anemia 
in the pediatric age group. Stones were visualized in 
two of 20 satisfactory studies. In one child, a diseased, 
stone-filled gallbladder was removed during explora- 
tory laporotomy for acute abdominal pain. 

Abdominal crises occur frequently in sickle cell ane- 
mia. Although the cause of these crises is not known, 
this study emphasizes the increased possibility of true 
biliary colic in patients with sickle cell anemia. (J. 
Pediat., 47:171, 1955.) 
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Beer in Low-Sodium Diet 


OLMsTEAD, Cassipy AND Murpuy recommend inclusion 
of beer in the diet of patients having chronic renal 
disease of a type that requires treatment with a low- 
sodium diet. Since beer has a low sodium content, one- 
fourth to one-third of the calories of an 1,800-calorie 
diet may be provided for as little as 45 mg. of sodium 
(the amount of sodium in about 1,500 cc. of beer). 
Patients found that beer made the diet more palatable 
than the standard 250-mg. or 500-mg. sodium diet. 
(Am. J. M. Sc., 230:49, 1955.) 


Reading Troubles in Children 


IN A RECENT SYMPOSIUM on reading disabilities, perhaps 
the most important lesson was that these problems re- 
quire teamwork for their solution. Thus, family doctor, 
ophthalmologist, psychiatrist, speech therapist, teacher, 
parents and child are all concerned. 

A “specific” reading disability develops in children 
who have mixed cerebral dominance. This leads to 
spatial confusion—difficulty in distinguishing not and 
ton, no and on, and so forth. This condition might be 
suspected when a child shows adequate intelligence 
and maturity, ambidexterity or left-handedness, retar- 
dation of reading skill out of proportion to progress in 
other skills. 

Medical disorders seldom account solely for reading 
troubles. Visual acuity is not an important considera- 
tion unless it is severely reduced. Poor general health 
may occasionally be a contributory factor. 

Psychologic disorders are prevalent in children with 
reading disabilities. Sometimes emotional tension is a 
basic cause—perhaps arising out of too much pressure 
on a child who is still too immature to learn to read. 
When reading skill is not acquired, all sorts of emo- 
tional problems develop secondarily, in the child and 
his parents—sometimes in his teachers also. 

Educational considerations that have a bearing are 
largely a product of changes in attitudes toward the 
whole process of education. Years ago poor readers did 
not continue in school. Nowadays, almost all children 
—including the poor readers—continue through high 
school (see accompanying illustration). In addition, mod- 
ern children have many more sources of information 
that have nothing to do with reading—radio, television, 
movies. This somewhat reduces the premium on read- 
ing skill—correspondingly reduces the child’s motiva- 
tion, 

Specific techniques of teaching have some influence 
in the development of reading troubles, but it is ap- 
parent that the troubles can be neither prevented nor 
corrected by a return to the strict phonetics system. 
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SCHOOL FROM THE 
EIGHTH GRADE 


EIGHTH. 


our oF 


TWENTY-Five 
YEARS AGO ONLY 
HALF THE CHILOREN 
CONTINUED SCHOOL 
SEYOND THE 
FOURTH GRADE 


FIFTH 
GRADE. 


Rather,. remedial measures must employ a variety of 
techniques in medical and educational disciplines as 
well. (California Med., 83:79, 1955.) 
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Peritrate for Angina Pectoris 


ALTHOUGH glyceryl trinitrate (nitroglycerin) prompt- 
ly relieves the pain of angina pectoris, its value as a 
prophylactic agent is limited by its short duration of 
action. For this reason, various related compounds 
have been developed in an effort to find a long-acting 
drug that would prevent anginal pain. Previous reports 
indicate that pentaerythritol tetranitrate (Peritrate) 
satisfactorily prevents precordial pain in patients with 
angina pectoris. 

Kalmanson and his associates attempted to evaluate 
further the usefulness of Peritrate in angina pectoris. 
They used the “double-blind” test in 23 patients. The 
results of the study were evaluated in three ways: (1) 
interview evaluation, (2) analysis of daily report cards, 
and (3) evaluation of the electrocardiographic changes 
following the two-step exercise test. 

In the interview evaluation, the observers attempted 
to evaluate the degree of improvement and tried to 
decide whether the patient was receiving placebo or 
drug. On the report cards the patient recorded the 
severity of the angina employing the following terms: 
“no pain,” “less than usual,” or “more than usual.” 
In addition, the patients recorded the number of an- 
ginal attacks experienced and the number of glyceryl 
trinitrate tablets used. 

By all the methods of evaluation used in this study, 
there was no evidence that Peritrate was of any benefit 
in the treatment of angina pectoris. (Arch. Int. Med., 
95 :819, 1955.) 


Blood Volume 


WASMUTH AND HIS COWORKERS have described a simpli- 
fied convenient method for determining blood volume 
in patients during the operative period. A known 
amount of a reference solution containing about five 
microcuries of radioactive iodinated (I!*!) human serum 
albumin was injected into an accessible vein. Ten min- 
utes was allowed for complete mixing of the isotope in 
the circulating blood of the patient. From another 
vein, 10 ml. of blood was withdrawn into a heparinized 
syringe. A portion of this blood was used to determine 
the hematocrit reading, and the remainder sent to the 
isotope laboratory for determination of radioactivity. 
By comparison with a standard, the blood volume could 
be determined readily. The accuracy of this method as 
compared with the Evans blue method showed a mean 
difference of only 3.7 per cent. 

The authors have employed this method during the 
preoperative period, particularly in chronically ill, 
aged and debilitated patients. These individuals often 
demonstrated contractions of blood volume and of the 
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mass circulating proteins. Such patients were found to 
be subject to serious hypotension and circulatory col- 
lapse when anesthesia was induced or deepened, or 
when moderate blood loss occurred. With an increas- 
ing amount of surgery performed on the older age 
group of patients, this problem has become increasing- 
ly important. 

During operation the need for an accurate estimate 
of blood loss has been met, in the opinion of the authors, 
by their method, since it yields adequate estimates of 
comparatively small blood losses and could be repeated 
at frequent intervals. Postoperative blood loss following 
prostatectomies and extensive dissections could also 
be estimated accurately. (Cleveland Clin. Quart., 22: 
124, 1955.) 


Genetics of Parahemophilia 


TWO ACCESSORY SUBSTANCES have been found to be 
necessary for the conversion of prothrombin to 
thrombin by tissue thromboplastin. One is a labile 
globulin which functions as an accelerator of pro- 
thrombin conversion. Some of its synonyms are: 
proaccelerin, prothrombin A, prothrombin accelerator, 
Factor V, labile factor, plasma prothrombin conversion 
factor. 

The second essential accessory substance is a 
stable plasma component which persists in plasma 
after clotting. Its synonyms include: proconvertin, 
serum prothrombin conversion factor (SPCA), co- 
thromboplastin, stable prothrombin conversion factor, 
and Factor VII. 

A deficiency or absence of either of these factors 
will result in a prolonged “prothrombin time” al- 
though there may be no deficiency of prothrombin. 

The name “parahemophilia” was originally sug- 
gested by Owren for the congenital deficiency of the 
labile globulin substance (proaccelerin). Several cases 
have been reported since its first description in 1947. 
The disease is manifested by abnormal bleeding. Al- 
though it occurs in a familial fashion, the manner of its 
hereditary transmission has been obscure. 

Sacks and Raccuglias have studied two brothers 
with hemorrhagic disease, each of whom was found to 
have a deficiency of proaccelerin. A third child had a 
normal amount of proaccelerin. Study of both parents 
revealed no clotting deficiency, but a subclinical de- 
ficiency of proaccelerin. 

The authors proposea genetic hypothesis for parahe- 
mophilia. The carrier state, exemplified by both par- 
ents, is due to the presence of the mutant gene in 
heterozygous form. The frank disease, as in the two 
brothers, is due to the presence of the mutant gene in 
homozygous form. (J. Lab. e& Clin. Med., 46: 98, 1955.) 
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Treatment of Intussusception in Children 


NoRDENTOFT AND Hansen, in a report of 1,041 Danish 
cases, determined that the most important factor in 
the mortality rate in intussusception was the lapse of 
time from the onset of the disease until treatment was 
instituted. The mortality rate of cases from 1944 to 
1949 was 9.2 per cent. In patients treated within 24 
hours of the onset of symptoms the mortality was only 
3.1 per cent, as compared with 26.4 per cent in those 
in whom treatment was delayed for more than 24 hours. 

Reduction by barium enema was employed in 97 per 
cent of the recent cases in which intussusception was 
suspected beforehand. Approximately 80 per cent of 
the patients were treated within the first 24 hours after 
the onset of the disease. During recent years, the num- 
ber of successful reductions accomplished by barium 
enema has increased from 49 to 58 per cent. 

Several technical considerations of value were de- 
scribed. Plain films of the abdomen were taken in both 
the dorsal and erect positions before administration of 
the barium enema, in order to determine the degree 
of intestinal obstruction. A diagnostic enema was then 
administered under low pressure and constant fluoro- 
scopic observation. After study of the films of the in- 
tussusception a therapeutic enema was administered 
under gradually increased pressure up to a column of 
three to four feet. 

In cases of less than 24 hours’ duration, the pres- 
sure, if necessary, was increased to four feet, six inches 
or more, but never exceeded six feet. The most im- 
portant radiologic signs of reduction were considered 
to be complete filling of the cecum, and distinct flow 
into the ileum. If there was any doubt of success, the 
barium was repeated once or several times. Postevacua- 
tion films were always taken. If any doubt of success 
remained, or if reduction failed, surgical reduction 
was employed. (Surgery, 38:311, 1955.) 


Duration of Treatment of Endocarditis 


THERE APPEARS to be a trend to shorten the average 
course of therapy of subacute bacterial endocarditis. 
Beeson feels that selection can be made of patients who 
may be expected to respond satisfactorily to treatment 
maintained for only two to four weeks. The two princi- 
pal criteria for such classification would be short dura- 
tion of illness and an infecting organism sensitive to 
penicillin. An additional indication would be the 
prompt clinical improvement after the introduction of 
antibiotic treatment. 

Conversely, there are criteria that indicate the ad- 
visability of prolonged treatment. These would include 
long duration of illness before the onset of therapy, an 
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infecting organism relatively insensitive to penicillin, 
as in the case of enterococcus infection, and patients 
without demonstrable bacteremia. In this latter group 
diagnosis may be delayed and the effect of penicillin 
may be impaired by the fact that colonies of bacteria 
are situated deep in the vegetations, inaccessible to 
both antibiotics and phagocytes. (Am. J. Med., 19:1, 
1955.) 


Jimson Weed Poisoning 


JiMson WEED is an annual plant distributed widely 
throughout the states (see accompanying illustration). 
In rural areas, it is frequently used in home medicinals 
as a tea. Every part of the weed contains hyoscyamine, 
atropine and myoscine. 


Mitchell and Mitchell have reported on the not un- 
common poisoning of children by Jimson weed (Da- 
tura stramonium). The symptoms common to all cases 
are dilated pupils, flushed skin and marked excitabil- 
ity. Initially there are hyperirritability and delirium. 
This may progress to convulsions and terminate in 
coma, depending, of course, on the amount of the 
alkaloids absorbed. Involuntary picking movements, 
incoherent speech and loss of memory are usual signs. 

When the patient is seen early, gastric lavage with 
tannic acid (strong tea) or dilute tincture of iodine (30 
drops in a pint of water) will precipitate any alkaloid 
remaining in the stomach. During the maniacal or de- 
lirious stage, short-acting barbiturates or paraldehyde 
should be employed. Pilocarpine or neostigmine will 
control dry mouth, tachycardia and other symptoms of 
parasympathetic blockade. About 4 or 5 Gm. of the 
crude leaf or seed is the estimated fatal dose. (J. 
Pediat., 47:227, 1955.) 
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Immunization Against Typhus 


IN GENERAL, natural infection is the most effective and 
enduring way of acquiring immunity against an in- 
fectious agent. This process has been duplicated artifi- 
cially with a few agents—notably vaccina virus and the 
17D strain of yellow fever virus. Obviously, the artifi- 
cial method depends upon availability of an attenuated 
form of the infectious agent. 

Fox has reported an application of artificial active 
immunity to epidemic typhus, using living rickettsiae 
of low pathogenicity for man. Inoculation of volunteers 
with this strain of R. prowazeki provided immunity 
that was superior to that induced by the standard 
typhus vaccine (killed organisms). Later, field trials in 
Peru indicated that the method can be applied on a 
larger scale. (Am. J. Pub. Health, 45: 1036, 1955.) 


Allergenicity of Gelatin 


THE EXPERIMENTS of Ratner and Crawford show that 
gelatin is nonanaphylactogenic. Antigenicity attribut- 
ed to gelatin is due to contamination by some blood 
elements of the species from which the gelatin is ob- 
tained. Food-grade gelatin was found to be minimally 
contaminated. In no instance was any contaminating 
blood element found in the highly purified gelatin 
used for intravenous plasma replacement. (J. Allergy, 


26: 320, 1955.) 


Intrathoracic Goiter 


Fator, KELLY AND Kraut have presented an informative 
discussion of the technical aspects of removal of intra- 
thoracic goiters. They classified intrathoracic thyroid 
enlargements as primary, with an intrathoracic origin 
of the vascular pedicle, and secondary, with a vascular 
pedicle of cervical origin. The goiters were also classi- 
fied as anterior or posterior depending upon their posi- 
tion in the mediastinum. The importance of the classi- 
fication as primary or secondary was the fact that sec- 
ondary goiters could be removed by the cervical route 
since their blood supply came from the inferior thyroid 
vessels, whereas primary intrathoracic goiters derived 
their circulation, in part at least, from arterial branches 
of the aorta itself. Any attempt to remove the latter 
through a cervical approach would result in severe 
hemorrhages from these vessels. 

The diagnosis of secondary intrathoracic goiter was 
made by palpation of their upper limits in the neck, 
and movement with swallowing. These tumors, usually 
adenomata, were connected to the cervical gland by a 
stalk which occupied a space bounded laterally by the 
first rib, posteriorly by the prevertebral fascia, medially 
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by the trachea, and anteriorly by the innominate ves- 
sels. Usually these secondary tumors ifanteriorly placed 
could be removed through a cervical incision. If they 
were in a posterior position, however, the transthoracic 
approach was usually necessary. If an opening into 
either pleural cavity was made, the authors recom- 
mended enlarging the opening to allow adequate tho- 
racotomy tube drainage. 

Primary intrathoracic goiters, not connected with a 
cervical drainage gland, were extremely difficult to dis- 
tinguish from other mediastinal tumors. Calcified ante- 
rior mediastinal thyroids were found to be indistinguish- 
able from dermoid cysts or tuberculomas, and if not 
calcified, to resemble fibromas, pleural cysts, lymphomas 
or secondary carcinomas. In the posterior mediastinum 
they also simulated neurogenic tumors. The diagnostic 
value of tracer doses of radioactive iodine was empha- 
sized. 

The authors recommended that all primary intra- 
thoracic goiters be removed by a transthoracic ap- 
proach. (Ann. Surg., 142:238, 1955.) 


To Curb Smoking 


For PEOPLE who want to give up smoking, Rapp and 
Olen recommend a deterrent containing 2 mg. of lobe- 
line sulfate and 100 mg. of a mixture of a slow-acting 
anda fast-acting antacid (Bantron). Theauthors’ studies 
of this product seemed well “controlled”—indicated 
that oral administration of the mixture of drugs was 
effective especially if the subject had the desire to stop 
smoking. The smoking deterrent was “essentially with- 
out effect on the heart rate, blood pressure, respiratory 
rate, digital skin temperature and gastrointestinal tract 
of normal human chronic smokers.” (Am. J. M. Sc., 
230:9, 1955.) 


Chliortetracycline and Irradiation for Advanced 
Cancer 


BATEMAN AND HER ASSOCIATES treated 39 patients with 
far advanced cancer using parenteral chlortetracycline 
and irradiation. In order to obtain the highest possible 
tissue concentration of the antibiotic, regional intra- 
arterial administration was employed whenever pos- 
sible. Clinical improvement was noted in 21 pelvic, 4 
bowel, 2 chest and 5 head and neck cases. 

The authors had the clinical impression that the 
sensitivity of the tumor to the irradiation was increased 
by the use of the antibiotic. They emphasized that the 
majority of these cases were such that under ordinary 
circumstances irradiation would not have been at- 
tempted even as a palliative measure. (Am. J. Roent- 
genol., 74:123, 1955.) 
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MAY MAVE SERIOUS ADVERSE BFFECTS 


Blood Replacement in Heart Operations 


Lixorr and his colleagues measured the plasma volume 
and hematocrit serially in 63 patients undergoing car- 
diac surgery. Whole blood loss during surgery ac- 
counted for a consistent fall in total blood volume 
measured in the immediate postoperative period. How- 
ever, the plasma volume loss was much smaller than 
would be expected from the loss in red cells. At the 
end of the first postoperative week, the plasma loss 
was replaced by compensatory mechanisms. At times, 
these increases in plasma volume were of such magni- 
tude that the total blood volume was at elevated levels. 

Of course, whole blood should be used when shock 
accompanies blood loss during and after heart surgery. 
However, the authors point out that the combined 
effects of blood replacement, the relatively small initial 
plasma loss and the compensatory increases in plasma 
volume may raise the total blood volume to precarious 
levels—especially in patients who have previously ex- 
perienced congestive heart failure. 

The authors recommend maintenance of such pa- 
ticnts on salt-poor routines, the use of mercurial di- 
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IN CARDIAC PATIENTS PARTICULARLY, IMJVOICIOUS ADMINISTRATION OF WHOLE 
PACKED RED BLOOD CELLS WOULD BE PREFERRED. 


uretics prophylactically and, most important, the use 
of packed red blood cells for blood replacement. The 
fallacy of attempting to prevent the effect of blood loss 
by giving whole blood transfusions immediately prior 
to surgery is pointed out. If the amount of whole blood 
given prior to surgery is calculated to replace the aver- 
age loss of red cells, the total blood volume will reach 
a level that is accompanied by an exceptional operative 
morbidity and mortality (see accompanying diagram). 
(Am. Heart J., 50:163, 1955.) 


Puromycin in Human Neoplasms 


Puromycin (Stylomycin) is an antibiotic obtained from 
a species of actinomycete, Streptomyces albo-niger. In 
addition to having an inhibitory action on some Gram- 
positive and Gram-negative bacteria as well as on some 
trypanosomes, it has an inhibitory activity against cer- 
tain tumors which were experimentally induced. 
Wright and her associates administered Puromycin 
to 51 patients with incurable neoplastic diseases. These 
patients were beyond the hope of cure with surgery and 
radiation therapy. Slight temporary reductions in the 
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size of tumor masses occurred in 14 of the patients in 
this series. In general, however, the reductions in 
tumor size were temporary. 

The diagnoses in these patients were as follows: car- 
cinoma of mouth, 1 ; carcinoma of sigmoid, 2; carcinoma 
of anus, 1; carcinoma of lung, 1; carcinoma of bladder, 
1; carcinoma of breast, 3; carcinoma of prostate, 1; car- 
cinoma of cervix, 1; carcinoma of penis, 1; metastatic 
carcinoma, primary site undetermined ; and Hodgkin’s 
disease, 1. 

Although regressions in tumor size occurred in these 
patients, there seemed to be no alteration in the course 
which was progressively downhill. The reduction in 
the size of the tumor was not accompanied by general 
clinical improvement in the patients treated. The toxic- 
ity of Puromycin was shown by nausea, vomiting and 
diarrhea that subsided promptly on discontinuation of 
therapy. (Arch. Int. Med., 96:61, 1955.) 


Hydrocortisone for Urethral Strictures 


BONNER AND HIS ASSOCIATES treated ten patients with 
meatal strictures and eight patients with urethral stric- 
tures by injections of hydrocortisone into the stricture, 
followed by dilatation. The average number of injec- 
tions needed was three, but good results were obtained 
sometimes with one or two. The success of therapy did 
not appear to depend on the age of the stricture. 

A definite change occurred in every case after the 
first injection. This was characterized by a softening 
and an easy distensibility that progressed to the point 
that the stricture could no longer be felt. The results 
seem to have been maintained, since these patients 
have been followed for four to 14 months without a re- 
currence of stricture. (New England J. Med., 253:130, 
1955.) 


Hemoglobin-C Disease 


ORVIS AND HIS ASSOCIATES indicate that by the use of 
filter paper electrophoresis, the hematologist has 
gained a relatively simple and accurate method of dif- 
ferentiating the various abnormal or atypical hemo- 
globins. In this fashion one may identify normal hemo- 
globin (A), sickle hemoglobin (S), the combination of 
these (S-A), and C-hemoglobin and its homozygous 
(C-C) and heterozygous (C-A, C-S) states. Anemias 
that previously were undiagnosed or considered to be 
atypical sickle cell anemia may now be properly named. 

The authors present a case of homozygous hemo- 
globin-C disease which was of interest because of the 
relatively long documented course of the illness, which 
prior to paper electrophoresis had been undiagnosed. 
This patient showed intermittent symptoms suggestive 
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of gallbladder disease, splenomegaly, mild anemia, ele- 
vation of the indirect-reacting bilirubin, reticulocytosis, 
numerous target cells, absent sickling, decreased os- 
motic fragility and a normoblastic hyperplasia of the 
bone marrow. Paper electrophoresis revealed 100 per 
cent hemoglobin C. 

The patient was observed over a six-year period, and 
her hematologic values remained quite constant. There 
was nothing suggestive of a crisis, and this case con- 
firms the general impression that homozygous hemo- 
globin-C disease is a mild, relatively stable hemolytic 
anemia. (Arch. Int. Med., 96:126, 1955.) 


A Form of Purpura 


GARDNER AND DiamMonp reported a state of “erythro- 
cyte autosensitization” in four women. Like women 
who bruise easily (purpura simplex), these four pa- 
tients had no demonstrable abnormality of clotting 
mechanisms. However, the character of their bruises 
differed greatly from purpura simplex. 

When a bruise developed in response to trauma, a 
characteristic response followed—local pain, swelling 
and extension of bleeding into adjacent areas. This 
reaction was shown to be due to specific sensitivity of 
the patient to lipoproteins in the stroma of the erythro- 
cytes, not to the hemoglobin. 

The authors had no special recommendations for 
therapy. Three of the four women had a marked de- 
crease of the abnormal response to bruising—appar- 
ently a spontaneous improvement. (Blood, 10:675, 
1955.) 


Intravenous Cholangiography 


Gomez and R1Ano have reported the results of intra- 
venous cholangiography (Cholografin, Squibb) in 63 
patients, and outlined the indications and contraindi- 
cations to its use. They found its chief value to be in 
visualization of the common and hepatic bile ducts 
after previous cholecystectomy or in the presence of a 
nonfunctioning gallbladder. 

In 85.7 per cent of cases, an exact diagnosis of the 
state of the biliary ducts was achieved by this means. 
In seven patients there was no visualization of either 
the ducts or the gallbladder. Six of these patients were 
deeply jaundiced. 

Contraindications to the use of intravenous cholan- 
giography were serious disturbances of liver function, 
thyrotoxicosis and cases of hypersensitivity to iodine. 
Hypersensitivity presented the same problem as all 
other iodized substances used routinely for urography, 
arteriography and angiocardiography. Ocular and in- 
tradermal sensitivity tests were not used routinely. 
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Rather the first 3 cc. of the contrast substance was 
introduced first, followed by a few minutes’ pause for 
the detection of intolerance before the remainder was 
given. There were no serious reactions in the 63 cases. 
Fourteen complained of slight nausea, five of vomiting, 
four of discrete urticaria. 

The authors did not recommend replacement of oral 
cholangiography by Cholografin, since the former pro- 
duces as good results as the latter provided the gall- 
bladder is permeable and has normal contracting func- 
tion. When the gallbladder failed to function or was 
absent, however, they found Cholografin valuable for 
visualization of the ducts. (Am. J. Surg., 90:4, 1955.) 


Rice Diet in Hypertensive Vascular Disease 


NEWBORG AND Kempner studied 177 patients having 
hypertensive vascular disease with advanced neuro- 
retinopathy. It is known that in this group the average 
survival rate without treatment is extremely low. One 
hundred twenty of these patients were treated with 
the rice diet for a sufficiently long period to permit a 
study of the effect of the rice diet on the malignant 
hypertension. 

There was a significant improvement in symptoms 
and signs of malignant hypertension and an increase in 
survival time in those patients who could or would ad- 
here strictly to the diet. The effect of the rice diet on 
retinopathy was studied in 100 patients in whom eye- 
ground photographs were available. In 92 of the 100 
patients, papilledema disappeared completely. (Am. J. 
Med., 19:33, 1955.) 


Endocardial Fibroelastosis 


Sr. JouNn AND Cope review the literature and report two 
additional cases of endocardial fibroelastosis. The cases 
were characterized by cardiomegaly, with attacks of 
dyspnea and cyanosis with eventual death. There was 
marked endocardial thickening with fibrous and elastic 
tissue strictly limited and not involving the adjacent 
myocardium (see accompanying illustrations). 

Almost all reported cases have had cardiac enlarge- 
ment, and of these, almost all had left-sided enlarge- 
ment, principally of the left ventricle. The clinical fea- 
tures usually fall into two patterns. The first is found 
in infants usually less than 6 months of age who have 
apparently been in good health until there is a sudden 
attack of severe dyspnea, cough, vomiting and tachy- 
cardia. The second group shows episodes of mild 
dyspnea, with refusal to take food, vomiting, failure to 
gain weight and recurrent pulmonary infections. The 
authors believe that the disease is congenital and prob- 
ably based on anoxia. (Am. J. Roentgenol., 74:39, 1955.) 
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Figure 2. Thickened endocardium shown in cross section. 


Illustrations courtesy E.G. St. John, M.D. and Am. J. RoentGENOL. 
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Figure 1. Normal appearance of leukocytes in absence of leukoag- 
glutinins. 
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Figure 2. Clumping of leukocytes due to leukoagglutinins in a 
patient having agranulocytosis. 


Illustrations courtesy Drs. Schwartz and Hass and Arcu. Int. Mep. 


Little Finger for Mitral Commissurotomy 


IN THE MAJORITY of patients with uncomplicated mitral 
stenosis, the operation of mitral commissurotomy is a 
technically straightforward and effective procedure. In 
the occasional patient in whom the left auricular ap- 
pendage is too small to admit the forefinger, however, 
the morbidity and mortality of the operation are sig- 
nificantly higher. In such a case the surgeon must ap- 
proach the diseased valve through the left atrial wall 
proper, or through one of the left pulmonary veins. 
Aust and his associates recently encountered two 
such patients in whom the auricular appendage would 
not admit the operator’s forefinger, but was of sufficient 
size to admit the fifth finger. In both cases the com- 
missurotomy was accomplished with ease and gratify- 
ing effectiveness. (J. Thoracic Surg., 29:608, 1955.) 


120 


Leukoagglutinins in Agranulocytosis 


ScHwarTz AND Hass report a case of agranulocytic 
angina in which a leukoagglutinin was repeatedly dem- 
onstrated. Basically, the technique consists of incubat- 
ing the donor white cells with patient’s serum. This 
study indicates that substances occur in the serum of 
certain patients with neutropenia which agglutinate 
white cells. The authors suggest that leukoagglutinins 
play an important role peripherally and perhaps at the 
bone marrow level in the production of neutropenia 
and maturation arrest (see accompanying illustrations). | 


(Arch. Int. Med., 95 :863, 1955.) 


Ineffectiveness of INH for Anorexia 


HOLLANDER ADMINISTERED 300 mg. of isoniazid or its 
isopropyl -derivative to 20 nontuberculous patients 
with anorexia. There was no evidence of appetite stim- 
ulation as a result of such therapy. He concluded that 
the effect of isoniazid on appetite and weight gain in 
tuberculous individuals is secondary to the suppres- 
sion of toxicity and is not an independent effect of the 
drug on appetite. (Dus. of Chest, 27:674, 1955.) 


Underweight Children 


MASLANSKY AND JOLLIFFE made a two-year study of 100 
underweight children 7 to 9 years old. The fact of being 
underweight was a problem to the mother, the child 
and the community regardless of its clinical signifi- 
cance. “Diet education alone, in the conventional 
sense,” the authors reported, “‘could not resolve this 
problem. Indeed, it often heightened the mother’s 
anxiety about her underweight child.” 

The thoughts that emerged from this study were 
summed up as follows: 

**A search for more effective ways of dealing with the 
problem led to the exploration of some of the condi- 
tioning factors. Ignorance and economic pressures un- 
doubtedly were involved, but it is difficult to evaluate 
to what extent, for often they were complicated by 
physical and social ills that impaired the mother’s 
capacity to function adequately. 

‘What emerges most clearly from our study is that 
most of these children presented eating problems that 
began in infancy or early childhood and were rooted in 
the social, cultural, and psychologic complexities of 
their environment. A better understanding of the in- 
dividual, the family setting, and the factors that moti- 
vate eating behavior will stimulate the development of 
new approaches to the problems of nutrition educa- 
tion, to the end of improving our services to those who 
seek our help.” (Am. J. Pub. Health, 45:1054, 1955). 
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Abstinence 


(American Medical Association, Boston, Dec. 2.) Wrrn 
SMOKING implicated as a causal factor in lung cancer, 
physicians should cure their own addiction to tobacco 
to best serve as “guardians of the public health by 
setting an example.” Prevention of lung cancer is bet- 
ter than treatment, and doctors can do much toward 
“protecting the health of their friends and patients by 
advising them of the risks of smoking.”—Drs. Ricu- 
arD H. OverHout and James A. Boucas, Boston. 

There appears to be an association between cigarette 
smoking and pulmonary emphysema. Of 40 patients 
with chronic obstructive pulmonary emphysema, none 
had exhibited unusual lung symptoms before age 40, 
none had other diseases accountable for their symp- 
toms, and all had been heavy smokers.—Drs. Francis 
C. Franxun, Atan L. MicHELsoN 
and Invinc W. Scuuer, Boston. 


Cathartics 


(Ibid, Nov. 28.) RoenTcENocrams disclose intestinal 
alterations, suggestive of such inflammatory diseases 
as ulcerative colitis, enteritis or tuberculosis, in per- 
sons addicted to constant, continuous overdosage with 
irritating vegetable and chemical cathartics. Such ad- 
diction sets up a vicious circle of irritated colon. Bulk 
or salt cathartics do not produce the same abnormalities 
detected in these patients.—Drs. Norman Hemsrun 
and Cuartes Bernstein, University of Buffalo School of 
Medicine. 


Nonpsychiatric 


(Ibid, Nov. 30.) Fincrr-sucxinc by babies is no more 
a psychiatric problem than “‘gum chewing in children 
and cigarette smoking in adults.” Most such behavior 
problems in children as finger-sucking, breath-holding, 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 
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bed-wetting and motion sickness are not primarily 
psychiatric. “There are so many behavior problems 
that the general physician must treat them. There are 
not enough psychiatrists. Unfortunately, the general 
physician has been frightened by fear, engendered by 
the psychiatrists, that he may ‘do harm’ by the in- 
completeness of his knowledge. This is no more true 
of behavior disorders than of any other branch of medi- 
cal practice.” The family doctor can treat them, often 
by common-sense suggestions; by training for reading 
disability or bed-wetting; correction of physical de- 
fects if possible; therapy to allay anxiety, aggressive- 
ness or overactivity. By sympathetic understanding, 
he can try to correct “parental errors of management” 
and try to remove parents’ sense of guilt. “Practically 
all parents blame themselves for the child’s misbe- 
havior,” but this is “usually a mistaken notion.” —Dr. 
Harry Baxwin, New York University pediatrician. 


Thymus Removal 
(Ibid, Dec. 2.) Removinc the thymus gland sometimes 


increases the rate of natural improvement in women, 
under age 35, with myasthenia gravis. Surgery may 
aid those in whom natural improvement is slow. In a 
series of 115 operations, improvement was doubled in 
females 15 to 25 years of age, and increased 50 per 
cent among those who were 25 to 34.—Drs. Henry 
R. Viets, Brookline, Mass. and Dr. Rosert S. Scowas, 
Boston. 


Senile Management 


(Ibid, Nov. 29.) GENERAL PRACTITIONERS may safely 
use a combination of reserpine and methyl-phenidylace- 
tate (Ritalin) to manage behavioral problems of the 
senile at home, thus increasing chances of avoiding 
hospitalization. In a study at Traverse City (Mich.) 
State Hospital, the drugs assisted disorderly aged 
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mental patients toward more productive, normal ac- 
tivity. The treatment brought “marked improvement 
in the ability to cooperate and a new interest in their 
outlook on life and themselves.” It was safe and effec- 
tive in a high majority of 215 female patients, all over 
60 and averaging 18 years’ hospitalization before treat- 
ment. Half of them now could be discharged, had they 
hommes available.—Dr. Joun T. Fercuson and 
H. FUNDERBURK, PH.D., Traverse City. 


Appalling Misinformation 


(Ibid, Dec. 1.) Most women have an appalling amount 
of misinformation concerning the menopause. “Even 
more tragic is the tendency among both the laity and 
the medical profession to consider any and all symp- 
toms at mid-life as being due to the menopause and, 
therefore, not being worthy of investigation.” The 
menopause should “‘be regarded as a normal physio- 
logical event” whose only physical manifestations are 
hot flashes and cessation of menstruation, and whose 
‘major symptoms are associated with psychologic dis- 
turbances occurring at this time of life,” such as de- 
parture of her children from home. There is no evi- 
dence that such symptoms as irritability, palpitation, 
depression, insomnia, fatigue and self-deprecation re- 
sult from hormonal changes. “A simple program of 
reassurance and explanation is usually all that is needed 
in the majority of cases.”—Dr. JosepH Rocers, New 
England Center Hospital, Boston. 


Overlooked 


(Southern Medical Association, Houston, Nov. 17.) 
THERE is too much uncritical acceptance “‘of the state- 
ment that mastoiditis has been eradicated by the anti- 
biotics and the sulfonamides. There is a need for a 
revival of interest and knowledge of mastoiditis, be- 
cause assuredly the disease does exist, and is more 
common than generally supposed. Prolonged non- 
recognition of this infection, especially in the child, 
may lead directly to deafness as an end consequence.” — 
Dr. M. P. Spearman, El Paso, Tex. 


Tantalizing Thought 


(American Pharmaceutical Manufacturers’ Association, 
New York, Dec. 13.) Lysercic acip, mescaline, bufo- 
tenine, adrenochrome and other hallucinogenic drugs 
are all indoles. They are capable of producing states 
very much like schizophrenia. “This tantalizing thought 
arises: rather than a disease we worry and fret our- 
selves into, is schizophrenia perhaps a biochemical 


disease, a disease of metabolic error, a disease caused 
by the production of abnormal indoles in the bodies 
of people—indoles which poison the brain and thereby 
produce the clinical picture of schizophrenia? It is 
only a thought, but as the evidence mounts, it becomes 
a more respectable thought, worthy of the most in- 
tensive research effort. If a mechanism such as this can 
be established, specific drug therapy cannot be far off.” 
—Dr. Howarp D. Fasine, psychiatrist, Cincinnati, 
Ohio. 


Gripes 


(American Public Health Association, Kansas City, Nov. 
16.) From 4 survey of 1,000 persons in an industrial 
city, a main popular criticism is that doctors and hos- 
pitals often give an impression of not caring deeply 
about the patient. About two-thirds indicated that to- 
day’s doctors, concentrating on techniques, “lacked 
the human warmth of the old-time general practitioner 
(who possibly knew less about medicine but more 
about his patients).” One comment: “If we could feel 
we mean something to Dr. Blank, I’d be happy with 
him. . . . It’s like running through an assembly line to 
go to his office.” Only one-fifth thought physicians’ 
charges were too high, but 82 per cent considered 
hospital costs too high.—Dr. Eart Lomon Koss, pro- 
fessor of social welfare, Florida State University, Tal- 
lahassee, Fla. 


Meningitis 


(International Symposium on Tuberculosis in Infancy 
and Childhood, Denver, Nov. 9.) CHmDREN with ap- 
parently arrested pulmonary tuberculosis may actu- 
ally be harboring bacilli capable of reactivating into 
fatal tuberculous meningitis. The preventive is to 
maintain vigilance in spite of apparent arrest, and to 
follow up with modern treatment to insure against 
reactivation.—Dr. Kornet L. Terpian, University of 
Buffalo Medical School. 


Immediate Action 


(Ibid, Nov. 11.) InTENsIve, immediate treatment for 
tuberculosis is dictated at even the slightest clinical 
signs of the disease in children. If it is left untreated, 
there is great risk of recurrence of serious tuberculosis 
in later life. Studies in Paris show that fully 12 per cent 
of all children demonstrating clinical signs ‘of tuber- 
culosis in childhood develop serious recurrences be- 
fore age 20.—Dr. Robert Denne, professor of pediatrics, 
University of Paris. 
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Problems of a Colostomy 


Q. Discuss the modern management of a colostomy. The 
patient in question has a permanent colostomy follow- 
ing an operation for cancer of the rectum. Although 
he has been cured of his cancer, he has so much trou- 
ble from the colostomy that he is despondent to the point 
of wishing he had died of the cancer. 


This question was sent to two experts—a surgeon 
specializing in colon surgery, and a psychiatrist. 
Their individual answers follow. 


A. Surceon: Assuming that the patient’s colostomy 
has been properly constructed, certain measures must 
be instituted in the immediate postoperative period 
to insure good function. Colostomy irrigations should 
begin the day following surgery. It is suggested that the 
patient be taught the art of irrigation from the onset. 
Irrigations conveniently should be carried out in the 
morning following breakfast or at the time of the pa- 
tient’s previous normal habit. The use of warm tap 
water or isotonic saline in amounts necessary to 
thoroughly cleanse the lower bowel is recommended. 
Later, when function is well established, the irrigation 
may be carried out less frequently. A soft, well-oiled 
rubber catheter may be employed with care toward gen- 
tle insertion as the bowel can be easily traumatized by 
this maneuver. 

Regulation of the diet is important. Certain foods 
tend to incite diarrhea and must be avoided. A mildly 
constipating diet is initially best for control. A low fat, 
high protein, high carbohydrate diet containing ade- 
quate calories is usually well tolerated. As time passes, 
additional foods may be added concomitant with the 
patient’s ability to ingest a greater variety. Overeating 
or eating between meals should be discouraged. Meals 
should be taken regularly three times each day. Food 
should be eaten slowly and should be thoroughly mas- 
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ticated. Fluids should be offered only with the meals. 
Intake of extremely hot or iced beverages may cause 
cramps or nausea. Alcohol intake should be limited to 
an occasional cocktail. 

A large colostomy belt or cup need not be worn. A 
simple piece of gauze underneath an elastic waistband 
is all that is necessary. To be efficient it should be non- 
constricting and easily washable. The elastic belt which 
accompanies an athletic support is recommended. 

Skin chafing may occur about the colostomy in the 
early postoperative period and may be alleviated by 
adjustment of the diet in most cases. If it persists, the 
application of a skin protectorate such as aluminum 
paste or karaya powder, about the stoma will permit 
healing. 

Offensive odor may occur and is usually due to in- 
correct and infrequent cleansing. Measures instituted 
to remove odors include the substitution of warm 
potassium permanganate solution for irrigation, the 
washing and boiling of the colostomy support in a 
germicide, more frequent changing of the outer pad, 
and the use of deodorants. Spraying of the inner pad 
with an aromatic is sometimes helpful. 

Once the patient has learned to cope with these 
minor exigencies which frequently attend the forma- 
tion of the new stoma, a colostomy life can well ap- 
proach that of normalcy. Continued reassurance is also 
of great help in the over-all adjustment of the patient 
to this altered mode of bowel evacuation. 

A. Psycuuatrist: A wide range of psychologic adapta- 
tions to a colostomy may occur. (This is discussed in 
an article by Sutherland, et al., which appeared in 
Cancer, 5:857, 1952.) Assuming that there are no 
serious mechanical disturbances, the cause for the 
despondency should be sought in the emotional sphere. 
Not infrequently pre-existing but latent conflicts may 
be mobilized by the surgery. For example, an old at- 
titude about soiling may be activated by the loss of the 
anal sphincter. This could be responsible for feelings 
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of guilt and depression. Clues may be obtained in 
gathering information about how the irrigations are 
carried out (time spent, amount of water used, etc.), 
the number and kind of self-imposed dietary restric- 
tions, reactions to social situations, etc. In evaluating 
information from the patient, an effort should be made 
to “read between the lines” and to pick up clues that 
may point to problems of which the patient does not 
speak or does not know. An investigation should also 
include information gathered from the family. The help 
or rejection of a family member may have a profound 
effect on the patient’s rehabilitation. 

Since the question is so general and so little in- 
formation about the patient is presented, the only 
specific answer is: Attempt to ascertain if an emotional 
problem is responsible for the despondency. If the 
situation is not relieved through this approach, a 
psychiatric consultation would be appropriate. 


Trichomonas Vaginitis 


Q. Trichomonas vaginalis vaginitis is cured by a mul- 
tiple number of treatments to the tune of about 85 or 
90 per cent. I would appreciate detailed instructions 
on the procedure for the investigation and treatment of 
those patients who do not improve with one or more of 
the usual treatments. References to literature would 


be acceptable. 


A. The correspondent is obviously familiar with the 
large number of treatments for trichomonas. vaginitis 
estimated at something like 100, which give fairly 
prompt relief from the symptoms of trichomonas 
vaginitis, but in none of which can one be sure there 
will be no recurrence. He is evidently more interested 
in the minority of patients in whom failure to give relief 
is bound up with such factors as reinfection from the 
male, parasitic invasion of the internal genitalia or 
urinary tract. It just so happens that one of the most 
comprehensive studies along this line with which the 
consultant is familiar has just appeared, with a good 
working bibliography, and to this the correspondent 
may be referred, viz. : 

Contts, W.E., Vargas-Salazar, R., Silva-Inzunza, E., 
Olmeda, R., Turteltaub, R. and Saavedra, J.: Tri- 
chomonas vaginalis infection in male, Brit. M. J. 2: 
885 (Oct. 8) 1955. 

Other than searching for such less common sites of 
invasion and sources of reinfection, the only suggestion 
would be to be sure of the accuracy of the diagnosis, 
and, if one method of treatment is unsuccessful, to try 
some of the others (beta lactose, silver picrate, carbar- 
sone, acetarsone or one of the numerous commercial 
products constantly appearing). While no one can give 
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the correspondent any sure cure for trichomonas in- 
fection, the following additional recent references ma 
be helpful in the management of intractable cases: 

1. Kleegman, S.J.: Treatment of trichomonas va- 
ginitis, GP 6: 49 (August) 1952. 

2. Shaw, H. N., Henriksen, E., Kessel, J. F. and 
Thompson, C. F.: Clinical and laboratory evaluation 
of vagisol in treatment of trichomonas vaginitis, West. 
J. Surg. 60: 563 (Nov.) 1952. 


Treatment of Intertrigo 


Q. What is the best treatment for intertrigo under the 
breasts and in the groin ? 


A. If the lesions are small and not extensive, oozing 
areas, then cautious painting of gentian violet (2 per 
cent aqueous) once a day, or 4-strength Castellani 
carbol-fuchsin paint may be used. 

If the lesions are extensive, cultures should be done 
to determine whether the infection is due to pyogenic 
organisms or yeasts. With such extensive lesions, the 
patient is better at bed rest with legs abducted and 
breasts kept elevated with a bath towel. The lesions 
may be sponged with 1 per cent aqueous resorcinol 
solution or diluted D’Alibour solution (one teaspoon- 
ful to 14 glass of cold water). Later topical preparation 
of Nystatin may be available. If the culture shows mo- 
nilia, oral Mycostatin (Nystatin) tablets may be used. 

The patient should be checked also for diabetes. 


Knock Knees at Age Two 


Q. have a little patient who was 2 years old on May 26, 

1955. Until her last birthday, there was no indication 
of her being knock-kneed. She was allowed to run 
barefooted from about June 1 to June 15. It was 
soon noticed that she was becoming knock-kneed, and 
it seemed to become worse rather rapidly. 
There is no indication of rickets. She ts a very hearty 
eater. She has had her vitamins and she has been out 
in the open a great deal. What could be the reason 
for that sort of thing developing in a child of this 
type? 


A. It is not unusual to see a moderate degree of knock 
knee in a child at the age of 2 years. Oftentimes 
this corrects itself as the child grows older. Some- 
times it is wise to manipulate the knees gently in order 
to keep the ligaments on the outer side of the knee 
stretched out a bit and also keep a wedge in the inner 
side of the heel of the shoe. This type of knock knee is 
not as a rule pathologic; simply a growth phenomenon 
which, as noted, will often correct itself. 
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Special Features 


The Problems and Future of General Practice 


BY J. S. DETAR, M.D. 
Milan, Michigan 


AMA Delegate and Academy President-elect J. 8. DeTar’s 
report on arbitrary discrimination against general prac- 
titioners constitutes probably the most complete and recent 
appraisal of a serious problem confronting every physi- 
cian and organized medicine. Based on a survey conducted 
by the Academy's Commission on Hospitals, the following 
slightly condensed version highlights an important study 
which received the considered attention of delegates attend- 
ing the recent AMA interim session. Prior to publication 
in GP, Dr. DeTar addressed a copy to Dr. Paul R. 
Hawley, director of the American College of Surgeons. 
Dr. Hawley’s comments are included in this special section 
devoted to the discussion of a dramatic problem affecting 
the medical profession and the nation’s standards of health. 
A similar version of this article is being published simul- 
taneously in The Modern Hospital, which reaches more 
than 14,000 hospital executives.— PUBLISHER 


THE pRoBLEMs of the general practitioner, after a dec- 
ade of accumulation and up-building, loom today as 
the greatest single intramural challenge facing the 
American Medical Association. Despite the tremen- 
dous growth of the American Academy of General 
Practice, which in eight years reached 20,000 members, 
and despite the fact that the nation’s hospitals now 
have twice as many general practice departments as 
they had three years ago, the generalist-hospital rela- 
tionship has deteriorated in many sections of the 
country. 

I believe that the health of the American people is 
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properly the business of the American Medical Asso- 
ciation; that if the generalist is being limited in his 
hospital privileges to the point where his efficiency as 
a family physician is being negated, the health of the 
American people will suffer; that the American Medi- 
cal Association, with about 60 per cent of its member- 
ship engaged in the general practice of medicine, must 
take more than a passing interest in problems cur- 
rently facing the generalist; and finally, that if evidence 
indicates that present trends are leading toward a 
reduction in the supply of generalists, it is the duty of 
the American Medical Association to adopt firm stands 
to correct those trends, be they in the fields of formal 
medical education, internship and residency, or that 
of hospital relationships. 

Some educators and specialists are convinced that 
the generalist should be limited to a small orbit includ- 
ing only office and home calls; that he should be 
stopped on the front step of the hospital, that he 
should entrust his patients to complete specialist care 
within the hospital, in the manner of Britain’s National 
Medical Service. Others, among them the majority of 
educators and specialists, recognize that such a system 
threatens to eliminate the family physician and prompts 
an increasing spiral of medical costs culminating in 
government control. 

The American Medical Association has taken cog- 
nizance of the situation. At the present time, in addi- 
tion to warnings repeatedly voiced by the Council on 
Medical Education and Hospitals, three AMA com- 


mittees are studying various aspects of the problem: 
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1. The Committee on Medical Practices, which rec- 
ommends that the AMA “continue to use its full in- 
fluence to discourage the arbitrary restrictions by 
hospitals against general practitioners as a group, 
regardless of their qualifications as individuals.” 

2. The Committee on General Practice Experience 
Prior to Specialization, which has gathered significant 
statistics, and has been instructed by the House of 
Delegates to continue its studies. 

3. A special committee to consider a resolution on 
general practice introduced in the December, 1954 
meeting of the House of Delegates. This resolution 
called upon the AMA to conduct an exhaustive inves- 
tigation of the problems of general practice, including 
medical education for general practice and the effect 
on the quality of medical care created by the limitation 
of hospital privileges of general physicians. 

In order to acquire up-to-the-minute information on 
the extent of the problems involved in hospital prac- 
tices among generalists, the Chairman of the Commis- 
sion on Hospitals of the American Academy of General 
Practice, Dr. Charles C. Cooper, Saint Paul, Minn., 
asked physicians throughout the country who should 
be the closest to these problems, officers of Academy 
state chapters, for specific examples of arbitrary re- 
striction of privileges. More than 170 replies poured in 
from 40 states. 

This article represents an effort to analyze these 
pieces of evidence. Many direct quotations are utilized. 
The results indicate that the AMA must take imme- 
diate, definitive action. 

In this survey, specific examples were requested, 
with names and dates, and hospitals involved, together 
with a detailed description of the restriction. These are 
omitted from this published report to save the writers 
from possible embarrassment. The answers are grouped 
into six classifications : 

1. No complaints of restrictions. 

2. General hospital restrictions. 

3. Restrictions in the Department of Obstetrics. 

4. Restrictions in the Department of Surgery. 

5. Assorted restrictions, such as in anesthesia, 

pediatrics, bed allocations, et cetera. 

6. Complete exclusion from hospital staff mem- 

bership. 

Some readers will see in this evidence only the 
anguished cries of physicians destined by the advance 
of specialism to eventual extinction in the interests of 
higher and higher standards of medical care. Others 
will recognize the throttling tactics of certain physi- 
cians aligned against each other in a struggle for life. 
Still others will weigh the evidence in the light of the 
expressed desires of the American people for personal, 
family physicians in the generalist classification and 
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will decide that it is time for the AMA to express 
policy in unmistakable terms. 


No Complaints of Restriction 


About one-third of the replies stated that there were 
no arbitrary restrictions on the generalist in the hospi- 
tals of their areas. These came from smaller communi- 
ties throughout the country and from some areas in- 
cluding cities. Entire states are not indicated by this 
list; only localities. From some states came conflicting 
reports, dependent on local conditions. Here are a few 
examples. 

Spokane, Wash.: “I have no personal knowledge of 
any unfair treatment in eastern Washington, northern 
Idaho, or western Montana. Medicine is being prac- 
ticed here as it should be.” 

Dallas, Tex.: “Dallas has been the site of some ar- 
bitrary general practice restrictions in the past. We are 
working now toward the complete alleviation of these 
arbitrary restrictions and things seem to be going along 
at a very good clip at this time.” 

Lynchburg, Va.: “Any general practitioner who 
opens an office in the city of Lynchburg is entitled to 
general privileges within thirty days after making this 
application.” 

Beaver, Okla.: ‘There is no restriction on general 
practitioners here. But, if I were in Tulsa I would not 
be allowed to do a thyroid in their hospital.” 

More than 50 of the replies could be classed in the 
category of “no complaints.” Many qualified their 
remarks. Some said more restriction of unqualified 
physicians was, in fact, needed. Many replied that the 
work of the Academy had re-established the generalist 
to his rightful place on the hospital staff. Many replied 
that constant work of the departments of general prac- 
tice had thus far aborted successfully the attempts at 
undue restriction. 

Many replies indicated that although privileges have 
not been curtailed to date, there were indications that 
this might be the tendency. 

Reno, Nev.: “The general practitioner is in a some- 
what precarious position, although local hospitals have 
extended privileges to qualified general men.” 

Provo, Utah: ‘There is no specific case, but there is 
a general feeling which favors the specialist at the 
expense of the general practitioner. This is especially 
true of the so-called ‘Board-eligible’ specialist in gen- 
eral surgery.” 

Oakland, Calif.: ‘The majority of cases of supposed 
restrictions that I have observed have been cases of 
restrictions applied because of incompetence and 
inability of the general practitioner to evaluate his own 
limitations.” 
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General Hospital Restrictions 


Statements that generalists were restricted arbi- 
trarily and unduly came from 44 areas. This amounted 
to approximately 26 per cent of the total. 

Details vary greatly, but the pattern is similar: the 
gradual restriction of the hospital privileges of the 
generalist. It is impossible to appraise accurately the 
virtue of these complaints. Certain it 1s that some gen- 
eralists will object to any restriction. However, some 
of the situations described indicate restriction of the 
generalist which is not in the interest of the patient 
and not contributory to a high level of medical prac- 
tice in hospitals. 

If the generalist is restricted to the point where in- 
terns and residents feel forced to enter specialties in 
order to practice medicine in hospitals, it follows log- 
ically that the dearth of generalists is destined to in- 
crease. Whether this is in the public interest is one of 
the most important matters facing the American Medi- 
cal Association. Some of the comments on general 
restriction are interesting. 

From Newark, N.J.: “In general, I can say that in 
ten more or less general hospitals in the city of Newark, 
N.J., there has been a gradual but definite attempt to 
restrict the general practitioner more and more. In the 
obstetrical department a general practitioner cannot 
even break membranes or do a simple episiotomy with- 
out permission of the obstetrical resident, mind you, 
not even the attending obstetrician.” 

The Medical Society of New York County recently 
conducted a survey among voluntary hospitals regard- 
ing departments of general practice. This survey asked 
if the hospital had a department of general practice, if 
general practitioners functioned in their dispensaries, 
if general practitioners were allowed to assist surgeons, 
if the hospital desired a department of general prac- 
tice, and if the hospital was willing to accept properly 
qualified general practitioners to work through the 
various clinics. To every one of these questions, three 
leading hospitals answered NO. When these hospitals 
were asked if they objected to having general practi- 
tioners on their staffs, they answered with an un- 
qualified YES. 

The current tendency to restrict the generalist to a 
single department in a hospital is described by a 
Seattle correspondent. He says, “After practicing for 
twenty-two years, and having no restrictions, one hos- 
pital requested that I file a formal application for staff 
membership, and I was told that now I could have major 
privileges in any department—surgery, medicine, or 
obstetrics, but in only one. From now on, if I chose 
to do obstetrics, I would not be allowed to do major 
surgery or medicine, all of which I have done there, 
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*. . . local medical politics appear to be a factor in granting proper 
privileges in some hospitals . . .” 


and still do in every other hospital in the city. I 
withdrew my application.” 

The generalist in a New Haven, Conn., hospital 
allegedly has difficulty in caring for his emergency 
cases. A staff member there reports that he no longer 
has privileges in the emergency room but must call a 
board-qualified surgeon when his cases are admitted to 
this hospital. He has transferred cases he believes with- 
in his field to another hospital where he holds surgical 
staff appointment. 

A great many generalists throughout the country 
describe an attitude which they believe is growing, al- 
though they have no complaints about their own priv- 
ileges. A St. Paul, Minn., doctor refers to the “pro- 
specialist” and “‘anti-generalist” attitude he has ob- 
served, and believes that much of the problem facing 
the generalist can be classified as “insidious opposi- 
tion” within the hospital staff. 

The sinister head of local medical politics appears to 
be a factor in granting proper privileges in some hospi- 
tals. From Kentucky comes the report that for four 
years the generalists on a hospital staff attempted in vain 
to regain their rights to minor surgical privileges. Not 
until the retiring president of the hospital staff needed 
the political assistance of the generalists was any prog- 
ress made in this direction. Says this writer: “Then, he 
was able to open this hospital for those privileges in 
thirty minutes.” He adds: ‘‘This case is representative 
of the asininity involved in the entire problem of re- 
stricting the activities of generalists.” 

The ethics of a secret credentials committee come in 
for scant praise from another Kentucky correspondent. 
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He claims he has waited for ten years for an answer to 
his application for general practice privileges at a hos- 
pital where he had full privileges prior to World War 
II. On returning from service, he reapplied. This was 
in 1945. He received no answer. He reapplied in 1948. 
He is still awaiting an answer. This delay he ascribes to 
a secret credentials committee appointed by the hospi- 
tal administrator. He says, “All attempts to find out 
the reasons for this action have run into a brick 
wall.” 

From Oklahoma comes a similar story: “I have made 
repeated applications for staff membership and priv- 
ileges. I have never received a written answer. I have 
been placed on the courtesy staff with no privileges. I 
cannot admit a patient for any purpose. I have had pa- 
tients go to this hospital and ask that I be called to 
attend them, only to have the request refused and a 
specialist employed by necessity. There are many prac- 
titioners who share my experience but through fear of 
ostracism hesitate to commit themselves in black and 
white.” He adds, ‘‘This hospital is tax exempt, and a 
recipient of Hill-Burton funds.” He then lists six gen- 
eralists who have shared this discrimination because of 
being general practitioners. He offers evidence of dis- 
crimination against a class rather than an indi- 
vidual. 

One correspondent in Baltimore gives a spicy ac- 
count of conditions there. He says, ‘‘A general practi- 
tioner may admit patients to a hospital over or under 
the age of twelve, but not both. I refer to all large 
Baltimore hospitals. Simple lacerations cannot be su- 
tured nor abscesses opened in the emergency room. 
Obstetrics cannot be practiced by any recent (ten year) 
graduates unless they have had three years of obstetri- 
cal training. The rule of those in control is gradually 
being broken, and eventually they will be sent to the 
showers. However, first the Hospital Accreditation 
Commission must drop dead.” The present writer does 
not know how common this attitude is. However, the 
restriction of the generalist is apparent. 

Recourse to the law was used by one general prac- 
titioner in Nevada. He writes: “Before entering the 
service in 1941, I had full privileges in a county hospi- 
tal. On discharge from the service, I was refused all 
privileges. The reason given by the administrator and 
by the executive board, consisting of a group of special- 
ists, was that I was a general practitioner, and that they 
had decided I did not have the qualifications to practice 
in ‘their’ hospital. I revealed the situation to the dis- 
trict attorney. He gave them a reading of the law, and 
I was reinstated immediately.” 

According to the opinion of competent lawyers I 
have consulted, it is doubtful that the courts would 
sustain a doctor’s demand for privileges as a right. 
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However, it is a sad commentary on the practice of 
medicine in hospitals when this action must even be 
considered to gain for the generalist his proper priv- 
ileges. 

Illinois survey results seem to support this conclu- 
sion. There, it is reported, ‘Forty-two per cent of 
recent graduate generalists do not get the same break 
as far as privileges are concerned as do the older gen- 
eral practitioners. Twenty-one per cent reported that 
they have no opportunity to demonstrate their ability 
or to utilize their training and skill to the fullest.” 


Restrictions in Obstetrics 


Many complaints about restrictions in the depart- 
ment of gbstetrics are being voiced across the coun- 
try. These complaints vary from refusal to allow the 
physician to do an episiotomy to refusal to allow the 
use of forceps. 

Pittsburgh, Pa.: One hospital has the following re- 
strictions: “The nurse must phone to the chief of the 
department of obstetrics in order to get permission for 
the generalist to use outlet forceps. This must be done 
in each and every case. It is often done in the delivery 
room with the patient overhearing the procedure, 
much to the embarrassment of the family physician.” 

Orlando, Fla.: “On January 26, 1955, the privilege 
of using outlet forceps was withdrawn unless consulta- 
tion was received prior toapplication. This policy affects 
all general practitioners including several who have 
demonstrated their ability and judgment in the use of 
forceps over a period of many years. No member of the 
general practice section questions the advisability of 
consultation (free to the patient) in the use of mid for- 
ceps, and none considers high forceps advisable under 
any circumstances. It is obvious, however, that this re- 
striction was imposed on the general practice section 
as a group because there have been in the recent past 
one or possibly two incidents of improper use of the 
outlet forceps by general practitioners. We believe this 
constitutes an example of unfair group restriction re- 
gardless of individual ability. The cooperation between 
the obstetrical staff and the general practitioner is ex- 
cellent, but the necessity of a consultation for low or 
outlet forceps is both embarassing and at times time- 
consuming when the patient is under an anesthetic.” 

Note: The Manual on General Practice Departments 
in Hospitals, published by the American Academy of 
General Practice and approved by the AMA, includes 
the following: 

**To facilitate the training of practicing general prac- 

titioners in specialty fields in which they might wish 

to advance their education, it is recommended that 
the rules and regulations of the hospital provide for 
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preceptorship training for them in the hospital . . . 
The extent of this preceptorship training shall be 
determined by each individual specialty service of 
the hospital in collaboration with the Credentials 
Committee.” 


Surgical Restrictions 


So much attention has been focused on the problem 
of granting surgical privileges to generalists in the face 
of constantly rising standards of hospital practice that 
it is surprising to discover that only 34 of the 170 re- 
plies dealt specifically with the problem. This consti- 
tutes only 20 per cent. 

It is difficult to evaluate some of the complaints with- 
out detailed investigation and on-the-spot analysis of 
the qualifications of the physician who feels he has 
been the victim of unjust discrimination. A great many 
of our correspondents, however, evince concern about 
the younger practitioners and future practitioners, 
rather than about themselves. 

An Academy member in Louisiana writes as follows: 
‘All men who are not doing general surgery at the 
present time must have two years approved surgical 
residency to do major procedures. This ruling does not 
affect those members who are so doing now. No young 
general practitioner can qualify for preceptorship train- 
ing for future surgical privileges. Fortunately, we have 
one or two other hospitals which do not limit privileges 
for those who are trying to qualify.” 

This man does not criticize the rising standards of 
surgical practice, but he does point out the elimina- 
tion of incentive for the generalist to qualify through 
constant improvement and postgraduate study. This is 
the basic problem involved in the absence of takers for 
general practice residencies where only 56 per cent of 
the positions are filled. It is easy to understand why 
only 1.6 per cent of all filled residencies are in general 
practice when broadened hospital privileges are auto- 
matically cut off before the young general practitioner 
starts his practice. 

Board certification rather than individual surgical 
capacity as an index for privileges at a Milwaukee, Wis., 
hospital, comes in for direct criticism. Our respondent 
says “a former president of the Medical Society of Mil- 
waukee County, an able surgeon with professional repu- 
tation above reproach, suffered withdrawal of all his 
surgical privileges last year, not because of poor results, 
but because he is not board certified, or a member of 
the ACS. It is the policy of this hospital not to permit 
general practitioners to assist with the surgery of their 
referred patients.” 

In the face of these complaints from all over the 
country, it is interesting to recount the statement 
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issued by the Joint Commission on Accreditation of 
Hospitals, issued in October, 1954, when the commis- 
sion asked the question, “Who may do surgery?” and 
answered its own question in these words: 

**There is no specific answer to the above question. 
Good surgery cannot be measured blindly by years of 
residency, preceptorship, or number of operations as- 
sisted at, or performed. Certain individuals, no matter 
how long or where their training, will never become 
good surgeons. Merit alone is the only criterion for 
judging physicians’ surgical abilities.” 

If this statement of the commission represents the 
truth, then the practices of recognition of ability by 
certification of time spent in training, and of exclusion 
because of engaging in general practice, are not in con- 
formity with standards set by the commission. This 
conclusion raises the very important point of approval 
of a hospital which does not meet commission stand- 
ards. It is one which merits serious consideration by 
the AMA and the commission. In short, why should a 
hospital which fails to meet housekeeping regulations be 
disqualified, when one which fails to meet professional 
qualifications (by judging physicians by their diplomas and 
their society memberships rather than their proved and ob- 
served ability) be approved ? The question is whether the 
AMA or the 25 specialty societies, each dedicated to the inter- 
ests of its own constituents, shall determine policies of far- 
reaching importance to over-all medical care. 


“The ethics of a secret credentials committee came in for scant 
praise...” 
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One is forced to raise the question as to whether 
young “board-qualified” graduates have been prepared 
as adequately by their four or five years of training as 
one generalist who has had 14 years of surgical ex- 
perience, 50 assists, 50 operations done by himself 
under supervision, and a total of 150 majors, together 
with the experience of 14 years of general practice. On 
the other hand, one must admit there may be valid 
reasons why he has not been accorded privileges. It 
must be recognized that in some of these alleged cases 
of arbitrary discrimination another side to the story 
may cast a different light on the question. 

A Virginia correspondent sums up the results to be 
expected from such a system as is developing in our 
hospitals as follows: 

“It is not true nor is it reasonable to state that gen- 
eral practitioners expect to do all of the complicated 
procedures which might be expected of one limiting 
himself to the special fields, and it is incontestable that 
all sincere specialists recognize self-imposed limita- 
tions within their own specialty. If this be true, one 
must accord the general practitioner the right to the 
privilege of handling those conditions within a field in 
which he is experienced, and in which he has demon- 
strated his ability to the satisfaction of his local 
colleagues. 

“I am opposed to improper, unnecessary, unsuper- 
vised medical practice, as are my specialist colleagues. 
Nevertheless, it is my sincere conviction that the situa- 
tion currently being created by the specialists in 
exaggerating the complexity of modern medical care, 
which is aided and abetted in a material way by the 
exclusion of the general practitioner who would other- 
wise serve as a leavening influence, is the primary cir- 
cumstance responsible for the trend toward socializa- 
tion of our profession.” 


Miscellaneous Restrictions 


Under this category come complaints of restrictions 
of generalists in anesthesia and pediatrics, as well as 
“indirect” discrimination by denying beds for pa- 
tients. Very few such complaints are found in this sur- 
vey, although some are very pointed. 

One doctor replying tells a story of one of his gen- 
eral practitioner confreres who was refused privileges 
in anesthesia in a North Carolina hospital. The doctor 
then took a full year’s residency in anesthesia in order 
to qualify, in 1953-1954. On completion of his residen- 
cy he reapplied, and was told he could administer 
anesthesia if he would give up his general practice of 
medicine, obstetrics and pediatrics in that hospital. In 
this case it is very difficult to understand why or how 
privileges in these three departments would reduce the 
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physician’s capacity as an anesthesiologist. The trend 
toward rigid departmentalization in hospitals and the 
elimination of the generalist as a hospital staff member 
is here again demonstrated. 

Three Kentucky physicians object to having public 
funds (Hill-Burton) used for the benefit of a minority 
of the population and for the express and exclusive use 
of a specialty group. They have been excluded from the 
practice of pediatrics in a hospital which restricts its 
staff to pediatricians. 

They point out that 81 per cent of all children in the 
county are treated by generalists (Board of Health fig- 
ures), and that this hospital, built with public funds, is 
operating as a closed staff institution for the benefit of 
the remaining 19 per cent of the children. They add, 
**The evasions and methods of excluding generalists 
are too numerous to mention.” 

Restriction of beds for generalists also comes in for 
criticism from Pennsylvania. One doctor reports: “In 
1951, one hospital announced to its courtesy staff that 
there would be no more beds available to them. Since 
courtesy staff included practically all the generalists 
and only a few specialists, it was an effective way of 
ousting the general practitioner without appearing to 
discriminate.” 

Exclusion of the general physician from the emer- 
gency room because he is not a surgeon is recounted 
by a member of the staff of another Kentucky hospital. 
Three sutures were required on an industrial case. The 
physician transferred the case to his office. 


Complete Exclusion 


There are many areas in the United States in which 
the general physician enjoys hospital privileges in his 
own general practice department, and in all the 
specialty departments in which he qualifies. Physicians 
in these fortunate circumstances can conceive only 
with great difficulty the predicament in which other 
generalists find themselves—with no hospital affilia- 
tions, and unable to obtain any. This situation, never- 
theless, does exist. 

An officer of the Massachusetts chapter of the Acad- 
emy lists nine hospitals in the state which exclude 
completely any generalist on the staff, active or 
courtesy. A respondent in New York lists 23 hospitals 
in the state which do not allow a generalist on their 
staffs. 

From Pittsburgh comes the report that after serving 
18 months in the medical outpatient clinic with under- 
standing that medical staff privileges would be granted 
after 12 months, a general practitioner was accorded 
only courtesy privileges in obstetrics and none in 
medicine or minor surgery. 
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An applicant was denied any and all privileges in an 
Oklahoma hospital. He had applied for privileges in 
general practice, to include no surgery. He says, “After 
four and a half months, I have been unable to learn the 
cause of my rejection.” 

A New Hampshire recipient of the questionnaire tells 
about a closed staff hospital, which excludes any and 
all generalists from the surrounding area. 

A Pennsylvania physician was refused staff mem- 
bership at the hospital in which he interned “because 
we do not accept general practitioners.” He applied at 
another hospital and was told, ‘‘No privileges for gen- 
eral practitioners unless they have served internship or 
residency on the staff of this hospital.” This man was 
thus excluded from both hospitals, not for reasons of 
professional incompetency, but because he was a 
generalist. 


Comments and Conclusions 


No physician can practice modern medicine without 
access to hospital facilities. Regardless of how we inter- 
pret these individual experiences, we must conclude 
that the general practice of medicine in hospitals is 
doomed to extinction if present trends in some hospi- 
tals are allowed to flourish and expand. The corollary 
thereof will be either the death of general practice as 
an institution, with all patient care being administered 
by specialists, or the development of two distinct 
classes of physicians—the superior who will practice in 
hospitals, and the inferior who will have no connec- 
tion with hospitals. It requires no prophet or crystal- 
ball gazer to reach such a conclusion; the handwriting 
is on the wall for all who care to read it. 

If complete departmentalization of service in hospi- 
tals, with each physician restricted to a single depart- 
ment and generalists totally excluded from hospital 
practice is the goal, then let the AMA so declare, and 
let us proceed with all speed to its realization. 

However, if the general practice of medicine is to 
continue to exist as an institution, with constantly im- 
proved standards, with benefit of daily educational 
contact with specialist confreres through hospital 
affiliation, the policies of arbitrary restriction and ex- 
clusion of generalists as a class must cease. The deci- 
sion is one for the AMA to make. The task is a compli- 
cated one. It must start with medical education and 
proceed up into the field of hospital relationships. 

The AMA Council on Medical Education and Hos- 
pitals currently reports that only five of 81 medical 
scliools are sponsoring rotating internships specifically 
designed for general practice. Eight are aiding in de- 
veloping residency programs in general practice. The 
report of the council states: “It is believed by many 
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“A general practitioner may admit patients over or under 12 years of 
age, but not both...” 


that there is a need for a modern definition of what 
should constitute general or family practice as it con- 
fronts the young physician of today. If this can be 
accomplished, there is need for cooperative planning on 
the part of the medical schools, hospitals, and profes- 
sional organizations in the formulation and implemen- 
tation of graduate programs designed to furnish the 
background essential for the physician planning to 
enter this field. The broad challenges and needs for 
preparation in the field of general or family practice 
have, in the opinion of many thoughtful individuals, 
been allowed io go by default as those in the narrower 
specialty fields have received greater attention.” 

The seriousness of the problem is appreciated by the 
specific agency of the AMA supervising medical edu- 
cation. The next logical step would be for the official 
policy-making body, the House of Delegates, to take 
an official stand and direct that steps be taken to cor- 
rect the admitted deficiency. 

The editor of the JAMA also faces the facts of the 
case when he says, ‘“The planning and development of 
genuinely adequate programs of graduate education 
for those who choose to follow the field of general or 
family practice have not generally received such metic- 
ulous attention on the part of medical educators. . . . 
Trends in specialization will not eradicate in the fore- 
seeable future needs for well qualified and highly com- 
petent personnel in the field of general or family prac- 
tice. Is it not time, therefore, that every effort should 
be made to assure the same high standards of prepara- 
tion for ‘specialists’ in this important field as have 
been given to the preparation of personnel in the nar- 
rower specialties? Such developments will involve 
analysis of the current needs and definition of the 
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scope of general or family practice today and its poten- 
tial future in order to design graduate educational pro- 
grams of maximum value.” 

Cognizance of the urgency of the problems of gen- 
eral practice is not limited in AMA circles to the Coun- 
cil on Medical Education and Hospitals and the editor 
of the JAMA. The Special Committee of the House of 
Delegates on General Practice Experience Prior to 
Specialization has this to say: 

“If the present trend in medical education and 
training continues toward sheer scientific medical 
practice and the pendulum is not made to swing back, 
the Art of Medicine will be a dead art in another fifty 
years; doctors of medicine, like veterinarians, will be 
treating homo sapiens as just another animal without 
soul or spirit.” 

Another AMA committee, the Committee on Medi- 
cal Practices, after investigation in an entirely separate 
field, has recommended as a solution to purely ethical 
problems the discouragement of arbitrary restrictions 
by hospitals against generalists as a group regardless 
of their qualifications as individuals. 

It would therefore appear that gradually, slowly, 
official AMA opinion from several sources within the 
official family may lead to a statement of policy—which 
can be voiced only by the House of Delegates. 

Reinforcement of this opinion comes also from with- 
out the circles of organized medicine. Dr. Robert A. 
Davison, head of the only functioning department of 
general practice within a medical school, at the Uni- 
versity of Tennessee, says this: “I have a strong feeling 
that the lack of interest in students going into general 
practice is based not so much on their personal de- 
sires, but on the fear that hospital facilities will not be 
available for them if they are general practitioners. I 
think it quite certain that the exclusion of general phy- 
sicians from hospitals is widespread. This has a defi- 
nite effect on the quality and cost of medical care. One 
of the important facets of postgraduate learning of the 
family physician is his exposure in the hospital to his 
fellow general physicians and specialist colleagues. 
The continued educational value of hospital privileges 
cannot be over-emphasized.” 

From another university medical school comes a 
sentence of summary, in the words of Dr. Jesse D. 
Rising, who is in charge of the very successful precep- 
torship program in general practice of the School of 
Medicine, University of Kansas: “It is high time that 
the AMA faces up to its responsibilities and sets a 
study of the problems of general practice in motion.” 

From other areas, nonteaching, and nonofficial, 
come the same pleas for action. Dr. Max L. Lichter, 
writing on the editorial page of the Detroit Medical 
News, says in discussing the growing tendency of hos- 
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pital organizations and administrations to be th 
judges of medical competence: ‘The reason behind ali 
this, we feel, is the senseless assault upon general prac- 
tice by some of our colleagues with special interests. It 
is the same old fiddle, just different strings are being 
played. Thus the policies, under the guise of improv- 
ing medical care are designed to restrict general prac- 
titioners, ultimately doing away with them entirely and 
bringing about a new form of medical practice. A great 
disservice is done to medicine because these special 
views are not compatible with the best interests of the 
future. This, we feel, is a serious mistake, which some 
day will cause much wailing and gnashing of teeth by 
those who now propound it. . . . It is inconceivable 
that destroying the dignity of a large percentage of the 
members of our profession and bringing about their 
eventual abolition by restrictive and derogating im- 
posts will result in better medical care for the American 
public. Rather, it would be good sense to encourage 
our general practitioners to become good and better 
family doctors, something which our patients want and 
for which many of our special friends have no particu- 
lar taste.” 

The evidence here presented leads to six conclu- 
sions: 

1. The education of medical students, interns and 
residents for the practice of general medicine is de- 
ficient. 

2. In many sections of the country the generalist is 
the victim of restrictions in hospital practice highly 
inimical to the interests of good medical care of the 
American people. 

3. This increasing restriction contributes to the 
growing shortage of generalists and the increasing sur- 
plus of specialists. 

4, Arbitrary restriction and exciusion of general- 
ists as a class, without opportunity for greater partici- 
pation in hospital practice based on individual profes- 
sional capacity, tends to lower the quality of medical 
care by depriving the generalist of the continuous med- 
ical education inherent in daily hospital contact with 
his confreres—both generalist and specialist. 

5. The problem of integration of the generalist into 
the hospital staff organization throughout the country 
is properly the problem for the entire medical profes- 
sion, and can be accomplished only by the American 
Medical Association. 

6. The American Medical Association should take 
immediate steps leading to solution. 

Specifically, how will this be done? The House of 
Delegates of the AMA cannot dictate policies to medi- 
cal schools; it cannot dictate to a hospital board. But 
to underestimate the influence of the AMA in these 
fields is sheer folly. 
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The AMA could well assert its influence in taking 
steps leading to more general utilization of those tech- 
niques which have proved successful during formal 
medical education years, in developing interest in gen- 
eral practice, and in training students for general prac- 
tice. Some schools excel in this field; many lag. The 
AMA cannot alter curricula; but the AMA can influ- 
ence standards. 

The AMA could bring its great influence to bear in 
developing a pattern for the granting of adequate hos- 
pital privileges to generalists which would stimulate 
young physicians to enter general practice, and not 
drive them from it. The AMA has the facilities, the 
councils, the influence and the policy-making body to 
implement the above actions. The decision as to 
whether these problems are worthy of attention, and 
their solutions worthy of financing, is the province of 
the House of Delegates. The question at hand is sim- 
ply this: whether the medical profession has the duty 
to provide the American people with an adequate sup- 
ply of well-trained family physicians, and if so, just 
what steps are necessary to accomplish this objective. 

The American public, the consumers of medical 
service, look to the AMA for the solution of all the 
country’s medical problems—and rightfully so. In the 
absence of such solutions, the ever ready substitution 
of government control of medical services is tendered 
annually by those who would capitalize on our failures 
and our shortcomings. Let this challenge not go un- 
heeded—1975 will be too late. The time is now. 


Recommendations for Action 


1, That the AMA reaffirm its prior statement re- 
garding hospital staff appointments, viz: “It was never 
intended that staff appointments in hospitals generally, 
or even in hospitals approved for residencies, should 
be limited to board certified physicians, as is now the 
policy in some hospitals. Such policies, if practiced ex- 
tensively, are detrimental to the health of the people 
and, therefore, to American medicine. Hospital staff 
appointments should depend on the qualifications of 
physicians to render proper care to hospitalized pa- 
tients, as judged by the professional staff of the hospi- 
tal, and not on certification or special society member- 
ships.” And further, that the American Medical As- 
sociation inform the chief of staff of every hospital in 
the United States of this policy, through the offices of 
the Council on Medical Education and Hospitals. 

2. That the AMA approve of the inclusion of a 
department of general practice in the organization of 
each medical school; that the AMA recommend to 
each medical school the inclusion of such a department 
and/or the preceptorship program in general practice, 
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’ such recommendation to be made to the dean of each 


medical school through the offices of the Council on 
Medical Education and Hospitals. 

3. That the AMA request the Council on Medical 
Education and Hospitals to study presently successful 
residencies in general practice, and utilize all available 
means at their disposal to implement and develop this 
training program. 

4. That the AMA condemn the hospital staff policy 
of restricting the generalist staff member to participa- 
tion in the service of a single department of a hospital 
with complete exclusion from other departments within 
the scope of the general practice of medicine, and that 
the chief of staff of every hospital in the United States 
be so informed. 

5. That the AMA encourage hospital staff rules 
which permit the generalist staff member privileges in 
the specialty departments in keeping with his demon- 
strated ability, and that the chief of staff of every hos- 
pital in the United States be so informed. 

6. That the AMA encourage action by the Joint 
Commission on Hospital Accreditation leading to the 
disapproval of general community hospitals which ex- 
clude and arbitrarily restrict hospital privileges for 
generalists as a class regardless of their individual 
qualifications, and further, that the AMA instructs its 
representatives on the Joint Commission to seek ap- 
proval and implementation of all the policies of hospi- 
tal relationships mentioned above. 


As mentioned above, this report was submitted to Dr. 
Paul R. Hawley, director of the American College of Sur- 


geons. His comments follow: 


“Before entering the service in 1941, | had full privileges . . . 
charge, | was refused all privileges . . .” 
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Dear Dr. DeTar: 

It was most nice of you to give me the opportunity of 
reading your “The General Practice of Medicine—Its 
Present Problems and Its Future Status.” This I have 
done with the greatest interest; and the most sincere 
compliment I can pay it is that its objectivity is in 
keeping with all of your contributions to medical 
statesmanship. 

Before discussing it at length, I want to say—what I 
hope you already know—that I consider the general 
practice of medicine the most important field of medi- 
cal care, the essential foundation of all medical care. 
Its loss would be a mortal blow to good medical 
care. 

Second, I agree wholeheartedly that hospital priv- 
ileges are essential to an acceptable quality of general 
practice. The most important reason for my leaving 
general practice for a career in the Army was the lack 
of essential facilities both for diagnosis and treatment. 
I had been trained for two years in a teaching hospital 
—one year rotating, one year as resident in medicine— 
and I went to bed each night worried and sick at heart 
because there were so many things I had to know 
about the patients I had seen that day and for which 
there were no facilities for finding out. It was this sense 
of failure, of failing those patients who had such con- 
fidence in me, which made me give up the general prac- 
tice of medicine. Had I had even a few facilities, I 
weuld still be there in practice just as my grandfather 
and my father were all their lives. So, we are in com- 
plete agreement that a hospital is necessary to good 
medical care regardless of field of practice. 

I must confess that the amount of dissatisfaction 
among generalists surprises me—surprises me because 
it is not nearly so great as I have been led to believe. 
Like many other harmful things in medicine, unrea- 
sonable restriction of hospital privileges is spotty. This 
would lead me to suspect that, again like other evils, 
this is due largely to individual inclinations rather 
than to a concerted effort among specialists generaily 
to exclude the generalist from hospitals. I might add 
also that we know of some hospitals which will not ad- 
mit a specialist to the medical staff. Specialists are 
given only courtesy privileges, to be exercised only 
when called in consultation by a generalist on the 
staff. 

You imply some doubt of the sincerity of the defini- 
tion of the Joint Commission on Accreditation of Hos- 
pitals of who should do surgery. I assure you that the 
Joint Commission means exactly what it says, and ap- 
plies that definition literally. So did the American 
College of Surgeons before it; and, today, when 
drafts of proposed bylaws for hospital staffs are sub- 


mitted to us for comment, we object violently to any 
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restriction of surgical privileges to board diplomates 
and Fellows of this College. 

Your completely fair approach to this problem is 
shown no more clearly than your statement that “Cer- 
tain it is that some generalists will object to any restric- 
tion.” It is my opinion, subject to change, that this is 
a most important factor in the discontent. You must 
know, as do we, of the many men undertaking major 
surgical procedures for which they are not qualified by 
training or experience. Our files are full of the records 
of disasters resulting therefrom. I hasten to say that 
neither board certification nor Fellowship in this Col- 
lege is sufficient evidence of qualification to do surgery ; 
and that we also know of many cases in which such 
specialists are guilty of the same crime. However, I 
know you will agree that one evil never justifies 
another. 

There may be one point—I do not know—upon 
which we might not fully agree. This is the type of 
training which one should have for surgery. The im- 
plication is very strong in your article that a year of 
rotating internship followed by some years of assist- 
antship to a local surgeon is an acceptable training for 
a surgeon. 1 am no expert on graduate education; and 
my views thereon are those held by the great majority 
of our better medical educators. These men are practi- 
cally unanimous in the belief that the preceptor type 
of training, even when conducted by a first-class sur- 
geon, is distinctly inferior to a graded residency. When 
conducted by one who is at best a mediocre surgeon, 
such training is distinctly bad; and this is, I am afraid, 
the situation in too many small hospitals remote from 
teaching centers. If I had my choice, I would not let 
such a surgeon open my belly, would you? And can we 
be honest when agreeing to a quality of medical care 
which we would not choose for ourselves? This is the 
crux of the problem; we cannot in honesty ignore it. 

Nor can we condone the self-teaching of surgery. 
Even when expertness is finally attained, the path fol- 
lowed is strewn with corpses and mutilated bodies. 

The field of general practice is so wide, so rich, and 
so rewarding, both spiritually and financially, why 
does a generalist want to extend himself into other 


‘fields? In so doing, is he not belittling his own impor- 


tant field? Have not his efforts to enhance his prestige 
been largely in the direction of acquiring a reputation 
as a specialist? I was proud to be a family physician. I 
could tell any specialist more about my patient, out- 
side his own field, then he could ever find out; it was a 
matter of personal pride with me to refer a patient 
to a specialist when the condition was outside my 
field. 

I had a very nice talk with Stanley Truman the other 
day. He advanced the thesis that the generalist should 
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“This increasing restriction contributes to the growing shortage of 
generalists and the increasing surplus of specialists . . .” 


have graduate training comparable with that of any 
specialist. Of one thing I am certain, that the responsi- 
bility placed upon the family physician, and the im- 


mense scope of the problems with which he is con- 
fronted, demand as much, if not more, knowledge of 
medicine than that required in any specialty. 

I incline to the opinion that, if the generalist would 
work hard at his own trade, not only would he be a 
more valuable factor in medical care but he would find 
that whatever opposition he may now encounter from 
specialists would disappear over night. And I say this 
as a general practitioner who is proud of his kind. My 
association with surgeons has not colored my view. 

Anyway, you have made a real contribution to the 
solution of an important problem. I wish only that 
everyone contributing to the discussion were as objec- 
tive and impartial as you. Unfortunately, too many of 
the participants, on both sides, are motivated primarily 
by avarice and self-interest; and the discussions are 
emotional harangues rather than judicial deliberations. 

Sincerely yours, 
Paut R. Hawtey, M.D. 


Motel Influence in Medical Center 


SOMETHING NEW on the horizon, for doctors, architects— 
and patients—is the motel-like medical center at Corpus 
Christi, Texas, where automobiles may be parked just out- 
side the doctor’s door. This structure, which represents a 
new trend in medical center architecture, includes a colony 
of ten separate one-story buildings connected by covered 
walkways. 

Head-in parking space is available for more than 200 cars. 
Since everything is at ground level, there are no elevators 
to wait for and no stairs to climb. The 33,457 square-foot 
area is air-conditioned and includes partitions which can 
be moved to alter spaces. 

The new center, across from Memorial Hospital in the 
heart of the city, provides 46 separate spaces for 38 phy- 
sicians or dentists, a physical therapist, two clinical labora- 
tories, x-ray and optical laboratories, a pharmacy, a grill 
and the manager’s office. 

Five additional buildings are under construction in the 
block immediately west of the present center. These will be 
completed about February 1, 1956. 
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The new colony type medical center in the heart of Corpus Christi, 
Texas, is a radical departure from architectural convention. 
Financed by a local corporation, it is one of the few projects con- 
structed exclusively for members of the medical profession and one 
which they helped design. It consists of ten separate one-story build- 
ings and adjoining parking lot. Adjacent to the west side of the 
project, a five-building addition is under construction. 
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Surgery of the Adrenal Gland. By William Wallace Scott, M.D. 
and Perry B. Hudson, M.D. Pp. 150. Price, $3.50. Charles 
C Thomas, Springfield, Ill., 1954. 


THIS SMALL MANUAL presents certain current concepts of 
adrenal function which relate to diagnosis and treatment 
of adrenal states amenable to surgical therapy. Great ad- 
vances have taken place in this field during the past 30 
years. 

The first chapters discuss briefly the development, struc- 
ture and function of the adrenal cortex and medulla. 
Chapter IV is concise, well written and condenses in a few 
pages our present knowledge of this important structure. 

The greater part of the manual deals with tumors of the 
adrenal gland classified anatomically and functionally. A 
discussion of the incidence, diagnosis and treatment of 
each variety is presented. 

Short chapters on surgical treatment and on the value of 
bilateral adrenalectomy in the treatment of extensive cancer 
of the prostate and breast briefly give practical application 
in these two serious diseases. 

This authoritative manual condenses and organizes our 
present knowledge of this new field in surgery. 

Students in this field will get from this little book a 
great amount of condensed information, together with an 
extensive bibliography for further detailed study. 

—U. R. Bryner, M.D. 


Why Patients See Doctors. By L. E. Powers, M.D., Seymour Stand- 
ish, Jr., Blair M. Bennett and Kathleen White. Pp. 94. Price. 
$2.50. University of Washington Press, Seattle, 1955. 


THis LITTLE BOOK contains the report of a sickness survey 
conducted throughout the state of Washington in 1953. 
Most of the material is presented in tabular or graphic form. 
As the title implies, it lists and classifies the reasons patients 
had for seeing doctors. 

The results of the survey are important chiefly to medical 
educators and to those who plan preventive and public 
health programs. Although the book does not belong in the 
practicing physician’s library, some of the contents need to 
be brought to his attention in editorial comments and simi- 
lar {:shion. —Hucu H. Hussey, m.p. 
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Practitioner's Bookshelf 


Roentgen Interpretation, Sth ed. By George W. Holmes, M.D. and 
Lawrence L. Robbins, M.D. Pp. 525. Price, $10.00. Lea & Fe- 
biger, Philadelphia, 1955. 

THIS EXCELLENT BOOK is a completely rewritten version of 

the longtime standard text book by Holmes and Ruggles. 

The book is excellently organized and is profusely illus- 

trated with cuts of extremely good quality. Unlike former 

editions, all the illustrations here are in the negative form 
and the appearance of a roentgenogram as generally seen is 
reproduced. 

The book should be very useful for every general practi- 


tioner who employs the x-ray as a diagnostic medium since 


it is a compact, brief and readily accessible source of refer- 
ence. 

The chapter on fluoroscopy is especially valuable and it 
would be well if every general practitioner who buys this 
book would begin the reading with chapter 12. 

—Lowett S. Goin, M.D. 


A Doctor's Book of Hours. Merrill Moore, M.D. Pp. 397. Price, 
$6.00. Charles C Thomas, Springfield, Ill., 1955. 


THis COLLECTION of verse, apparently compounded in lei- 
sure hours, is on a variety of subjects, chiefly the human 
subject, and is usually concerned with human frailty. Some 
of the sonnets are historical, some documentary, and all are 
very ordinary. 

In the flyleaf the author’s work is compared to an earlier 
Yankee, Oliver Wendell Holmes, but the comparison is 
largely wishful thinking. The book will add little to any 
library. —Fount Ricuarpson, M.D. 


Talking With Patients. By Brian Bird, M.D. Pp. 154. Price, $3.00. 

J. B. Lippincott Co., Philadelphia, 1955. 

In 154 HANDBOOK-SIZED PAGES of concise prose, Dr. Bird has 
outlined various methods of gleaning necessary information 
from patient interviews. 

Although the medium of communication could well be 
called the sixth sense of the human race, the technique 
of talking with patients is still poorly understood by many 
of us. To understand the immediate cause of illnesses is 
to learn only the first step in the history of disease and, 
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although momentarily necessary, should be considered as 
only elaborate first aid. 

The first half of the book deals with adults and ranges 
from a succinct one-and-one-half-page chapter on the 
“Guilty Patient” to a five-page chapter on “The Overly 
Affectionate Patient” and “Discussing Fees.” The second 
half considers interviews with children and aptly empha- 
sizes that while one might get by with using the same tech- 
nique for talking with adults of all ages, one must vary the 
technique of talking with children with even as little as a 
year’s difference in ages. 

This book is not world-shaking nor does it present any 
drastic new concept. It is, however, of value to those of us 
who conscientiously try to consider the entire patient and 
yet who often fail to do just this because we are too busy to 
listen or too puzzled by what we hear. It is short, concise 
and almost as readable as a novel. No illustrations, well in- 
dexed. —Joun C. Ety, m.p. 


Gynaecology. 5th ed. By Douglas H. McLeod, M.D. and Charles 
D. Read, M.D. Pp. 864. Price, $16.00. Little, Brown ¢ Co., 
Boston, 1955. 


Tuis Is a comprehensive textbook on gynecology. The fifth 
edition of this book places new emphasis on the use of anti- 
biotics, transfusions, chemotherapy, hormones and cancer 
detection. 

It is written in a concise and very readable style, yet de- 
velops the anatomy, physiology, physiopathology and 
treatment in a logical, scientific sequence. The 551 illustra- 
tions make it easier to follow the written passages. 

The book is complete in every phase of gynecology ex- 
cept for detailed surgical procedures. It is designed for 
students, gynecologists, general practitioners and other 
physicians desiring a comprehensive reference book on the 
female patient. —James D. Murpny, 


Tea. A Symposium on the Pharmacology and the Physiologic and 
Psychologic Effects of Tea. Pp. 64. The Biological Sciences Founda- 
tion, Ltd., Washington, 1955. 

HERE ARE COLLECTED seven professional papers, all dealing 

with different aspects of tea utilized as a beverage. The 

first five papers were presented by their authors at a May, 

1955, conference at the New York Academy of Sciences. 

The book can be obtained free from The Biological Sciences 

Foundation, Ltd., 1011 New Hampshire Ave., N.W., Wash- 

ington, D.C. 

Contributors include S. O. Waife, M.D., Editor-in-Chief 
of the American Journal of Clinical Nutrition; John C. 
Krantz, Jr., D.Sc., Professor of Pharmacology, University 
of Maryland School of Medicine; I. Phillips Frohman, 
M.D., Henry J. L. Marriott, M.D., Associate Professor of 
Medicine at the Maryland medical school; Alfred H. Law- 
ton, M.D., Medical Research Advisor to the U.S. Air 
Force; Richard L. Jenkins, M.D., Chief of Psychiatric Re- 
search for the Veterans Administration; Walter C. Stanley 
and Harold Schlosberg of the Department of Psychology 
at Brown University ; and Drs. C. Wilmer Writs, Martin E. 
Rehfuss, William J. Snape and Paul C. Swenson, all of 
Philadelphia. 
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These gentlemen subject the popular beverage to thor- 
ough scrutiny and examination, and conclude that “tea is 
non-caloric (sans sugar), salt-free and a mild stimulant 
that creates a sense of well-being”; ‘A relatively harmless 
beverage in all sorts of conditions of health and disease, 
with little doubt of its virtues as a ‘pick-me-up,’ and with- 
out the usual and noticeable let-down phase ;” “Tea is the 
only beverage producing a relaxed state”; ‘Tea encour- 
ages courteous and lively discussions in an atmosphere of 
social respect resulting in social and mental hygiene values 
not to be underestimated.” 

Will you take cream or lemon? 

—TI. Puituips FROHMAN, M.D. 


Alcoholics Anonymous. 2nd ed. Pp. 575. Price, $4.50. Alcoholics 
Anonymous Publishing Company, Inc., New York, 1955. 


SINCE no practicing physician can shut his eyes completely 
to the diseases of alcoholism, this unique human interest 
book will be of value to him. This is the book that has 
helped thousands of recovered alcoholics. In many instances 
the doctor will not be able or have the time to go deeply 
into the individual’s personal difficulty. If he feels that 
alcohol is a problem, he should recommend this book. A 
prescription of this book will be much more wholesome 
than one for sleeping pills or sedation. 

Since this is the story of people who have made their re- 
covery, perhaps the best way for the physician to become 
familiar with this public health problem is to read about it 
in the patients’ own words. 

Summary: I recommend it for the general physician’s 
library. —aAnprew S. Toms, M.D. 


Blood Supply and Anatomy of the Upper Abdominal Organs. By 
Nicholas A. Michels, D. Sc. Pp. 581. Price, $24.00. J. B. Lip- 
pixcott, Philadelphia, 1955. 

THis BOOK is a study of the blood supply and anatomy of 
the upper abdominal organs, including the stomach, intes- 
tine, liver, biliary system, pancreas and spleen. It repre- 
sents the results of the meticulous dissection of 300 bodies 
carried out by the author over a research period of 20 
years. It would be difficult to overestimate the detail which 
is presented, particularly in the description of the varia- 
tions in the arterial and venous blood supply of the liver 
and spleen. Intended for the practicing surgeon, a thor- 
ough knowledge of this work would undoubtedly provide 
the reader with a wide basic knowledge of anatomy of great 
value. 

Detailed findings of a vast amount of original research 
work are presented, but are so arranged that they can be 
used for ready reference by practicing surgeons. The first 
three chapters contain a discussion of the importance of 
arterial variations in modern surgery, a thorough review of 
the literature and a detailed description of the embryologic 
development of the upper abdominal viscera. Succeeding 
chapters describe the variations in blood supply of the vis- 
cera, beautifully illustrated by an atlas of 190 pages of 
drawings in color at the end of the book. Of particular 
interest are the variations of the splenic and hepatic arteries 
and their branches, the collateral circulation of the liver 
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and spleen, and the intrahepatic branches of the hepa ic 
artery, the portal vein and the biliary duct system. 

Any surgeon who reads this book carefully will not only 
acquire a great deal of valuable anatomic knowledge, but 
through it is certain to improve his general ability as an 
operating surgeon. —Wiuuam S. McCune, 


Cough Syncope. By Vincent J. Derbes, M.D. and Andrew Kerr, 
Jr., M.D. Pp. 182. Price, $4.75. Charles C Thomas, Springfield, 
Tll., 1955. 


A FASCINATINGLY written treatise on a rare clinical entity, 
consisting of transient syncope following a paroxysm of 
coughing. The malady occurs predominantly in males, and 
most commonly in middle-aged, robust people, usually 
heavy smokers and drinkers who eat well. There is nearly 
always some pre-existing pulmonary pathology. The litera- 
ture has been scoured from the first case reported by Char- 
cot in 1876; 290 cases have been reported, 35 of them the 
authors’. Four deaths have been reported, but in these there 
was pre-existing cardiovascular disease. There is danger of 
injury from falling during syncope and danger to the pa- 
tient and others while driving an automobile or in certain 
occupations. Medicolegal aspects are discussed in this con- 
nection. Occasionally the patient is pugnacious during a 
seizure, but more often it is described as a “‘pleasant sensa- 
tion.” Theories concerning the mechanisms of production 
of this syndrome are described in detail, the two chief cate- 
gories being circulatory and neurogenic. There is no spe- 
cific treatment. 

There is a discussion of related topics: syncope, epi- 
lepsy, narcolepsy-cataplexy, the laryngeal crises of tabes dor- 
salis and voluntary death by breath-holding. 

This work is probably of limited value to the general 
practitioner, but it makes delightful reading and is printed 
in large, clear type on good paper. 

—R. R. BEcKER, M.D. 


Hematology. 2nd ed. By Cyrus C. Sturgis, M.D. Pp. 1,222. Price, 
$19.50. Charles C Thomas, Springfield, Ill., 1955. 


Tus 1s the second edition of Dr. Sturgis’ popular book on 
blood, and it is an exceedingly good one. An outstanding 
feature is the application of very sound clinical judgment to 
problems which are too commonly relegated to the “‘clinical 
pathologist.” The figure in the laboratory never oversha- 
dows the figure at the bedside. The newer material is up to 
date and significant advances in technique and therapy are 
clearly evaluated. 

Historical background is presented in an interesting and 
informative fashion. The work is richer for these historical 
facets, and understanding of important trends are thus 
made easier. 

Printing and layout are superior. Photographs, plates 
and tables are effectively illustrative and not forbidding, as 
is so often the case with statistical material. 

The colored plates fall short of expectations, and the 
bibliography—or some sections of it—need bringing up to 
date. 

The book is recommended highly for anyone interested 
in hematology. —Rosert J. GusTon, M.D. 
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Office Procedures. By Paul Williamson, M.D. Pp. 412. Price, 
$12.50. W. B. Saunders, Philadelphia, 1955. 


KEEPING UP with Academy member Paul Williamson is like 
trying to swat a horse fly on a hot summer day. He is every- 
where. He does everything. And he has the knack of doing 
things well. This work is no exception. 

There was a real place for Office Procedures. Thank good- 
ness, Paul, in his wisdom, did not append to the title the 
apologetic “for the general practitioner,” 

I know of at least a dozen books purporting to accomplish 
what this one succeeded in doing. One of them I unearthed 
in a second-hand book store. It was entitled Profitable Sec- 
rets of the Specialists. 1 purchased it for fifteen cents, studied 
it with great delight, then presented it, sentimentally in- 
scribed, to a dear orthopod friend. Deeply touched by my 
parry, his riposte, he stated, would be a bound edition of 
the collected papers of General Hawley. 

This work of Williamson’s I will not give to anyone. It 
has front row center on my bookshelf and will be there 
perennially. 

This book rolls up its sleeves and goes to work. Like its 
author, there is no beating about the bush with philosophic 
reflection. This is the frontal approach needed in how-to- 
do-it volumes. Countless of the procedures essential to the 
solution of everyday problems are described in very clear, 
direct language. Again and again through the volume you 
will read, “do it like this.” Follows a paragraph or two, 
illustrated by a line diagram. That’s all there is. No vacilla- 
tion or vague speculation on the merits of alternate meth- 
ods. “Do it like this” conveys to me that this eminently 
practical therapeutic virtuoso has considered in his own 
practice all the methods and has arrived at the best one. 

He does not circumvent the sanctuaries of the specialties 
when he feels that any physician with a knack can accom- 
plish a procedure. There are many instances in which he 
describes a maneuver using simple objects like paper clips 
and hair pins. Not, as he says, to avoid the use of proper 
instruments, but to show that uncomplicated ones can be 
effective. 

It was with a critical eye that I reviewed this offering, to 
see if Williamson had fallen into the trap of oversimplifica- 
tion in his effort to clarify. He has not. 

It would be hard to select an outstanding portion of this 
manual, It is all meat and potatoes. There will be some 
occasion each day in which Williamson can help you. 

This may well be one of Saunders’ most successful books. 

—Francis T. Hopces, m.p. 


Morals and Medicine. By Joseph Fletcher. Pp. 243. Princeton Uni- 
versity Press, Princeton, N.J., 1954. 
TuIs BOOK is recommended reading for every physician or 
for those associated in any manner with the healing arts. 
The book deals principally with ethics of medical care, 
but, in addition to medical ethics, it is as well a discussion 
of certain problems of conscience and ethical issues which 
arise in the course of medical care. Among subjects empha- 
sized are the moral problems involved in the patient’s right 
to know the truth about his condition, in contraception, 
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artificial insemination, sterilization, euthanasia. One does 
not have to agree with everything the author says, but one 
can admire the sincerity and frankness with which he dis- 
cusses the issues involved. 

The book is highly recommended to the physician look- 
ing for relaxed reading. —Anprew S. Toms, M.D. 


The Visual Fields. By Brodie Hughes, M.D. Pp. 174. Price, $7.25. 
Charles C Thomas, Spring field, Ill., 1954. 


Tue auTuor of this book on visual fields is a neurosurgeon 
who has compiled the text from his own personal exper- 
iences with patients on whom he has operated. It is unusual 
to find a book on this subject written by a neurosurgeon, 
and even more unusual to learn that he has personally 
taken every one of the fields published. This makes the 
book a most valuable contribution. The author gives his 
methods of examining the fields of vision and correlates the 
fields he has taken with his findings at operation and occa- 
sionally also at autopsy. 

Dr. Hughes has had a vast experience in lesions affecting 
the various parts of the visual pathways, and there is no 
book in existence which even approaches this in the num- 
ber of cases presented which have been carefully examined 
pre- and postoperatively, and the disturbances of function 
correlated with the gross pathology found. From this point 
of view the book is as much a contribution to our knowledge 
of the physiology and anatomy of the visual pathways as it 


enlarges our horizons in the diagnosis of intracrani.| 
lesions. 

It is hard to imagine the general practitioner having su/- 
ficient time to read this book or to find it of any use in his 
daily practice. Brain surgery should certainly be done only 
by specialists in special hospitals, but if in the pursuit of 
authoritative information regarding the type of field change 
likely to be encountered in a particular brain lesion the gen- 
eral practitioner wishes to obtain an authoritative answer, 
this is the place to find it. The neurosurgeon, the neurol- 
ogist and the ophthalmologist will discover this to be one 
of the really great contributions to their fields. 

—Francis H. ADLER, M.D. 


Neuro-Ophthalmology. 2nd ed. By Donald J. Lyle, M.D. Pp. 591. 
Price, $17.50. Charles C Thomas, Spring field, Ill., 1954. 


Tuts ts the second edition of a book which has been fairly 
widely used in the teaching of the neurologic aspects of 
ophthalmology. The present edition represents a consider- 
able improvement over the previous one. The format is 
striking, the illustrations concise and clear. There are 
many lovely stereoscopic photos of fundus lesions, a real 
joy to those who have mastered the trick of fusing these 
pictures without an instrument. 

In the face of such a physically attractive presentation, it 
is disturbing to discover a strange lack of organization. This 
does not apply so much to the major subdivisions of the 
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book, as to the material within them. Elaborate illustrations 
are frequently accompanied by sketchy texts. The English 
is stilted and somewhat difficult to read. There is generally 
a lack of critical approach to the subject matter, and it 
might be difficult for the student to determine what is im- 
portant and what isn’t. 

The book is a textbook, and not a reference book. Since 
the general practitioner would in all probability be using 
this book chiefly as a reference book, it would have only a 
limited usefulness for him. However, the last section on 
neuro-ophthalmologic syndromes is still very good. 

—Lawrence T. Post, JR., M.D. 


The Prevention of Disease in Everyday Practice. By Isadore Givner, 
M.D. and Maurice Bruger, M.D. Pp. 964. Price, $20.00. The 
C. V. Mosby Co., St. Louis, 1955. 


THIS BOOK ATTEMPTS to reorient the practicing physician in 
the management of commonplace diseases. It is a practical 
extension of the philosophy that was expressed in Preven- 
tive Medicine in Medical Schools, Report of Colorado Springs 
Conference, November, 1952. This implies an effort to apply 
principles of prevention to all diseases and their complica- 
tions. It is assumed that many physicians view a disorder 
like coronary arteriosclerosis as being a problem solely for 
the “repair man.” They are urged to take a larger view—to 
consider that epidemiologic methods apply as surely to 
coronary arteriosclerosis as to a contagious disease. 


Generally speaking, The Prevention of Disease in Everyday 
Practice accomplishes its mission. Since the various chap- 
ters were prepared by many different authors, it is not sur- 
prising that some of the chapters present a stronger case for 
prevention than others. I have the impression that some of 
the contributors would have done a more effective job if 
they had first read (or reread) the Report of the Colorado 
Springs Conference. 

This book is directed to all practitioners of medicine. It 
has no special message for family doctors. However, since 
they manage the vast majority of illnesses, perhaps they 
have the most to gain from reading it. 

—Huvceu H. Hussey, m.p. 


Hernia. By Chester B. McVay, M.D. Pp. 40. Price, $4.75. Charles 
C Thomas, Springfield, Ill., 1954. 


Tuts little monograph is excellently illustrated. It does not 
propose to take the place of the excellent textbooks already 
published on hernia. The anatomic illustrations are excel- 
lent. On the premise that a defect in the transversus abdom- 
inis muscle and aponeurosus must be present to have a 
hernia, many of the illustrations are unconventional in 
showing the structures from within outwards. 

The hernia problem is one that often confronts the gen- 
eral practitioner-surgeon. One can never know too much 
about the anatomy of the hernia, and this book serves a 
vital purpose. —Anprew S. Toms, M.D. 
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A TRIO OF HONORS, including election to the Board of 
Directors of the American Academy of General Prac- 
tice, came to Dr. Charles Cole Cooper of St. Paul, 
Minn. in 1955. 

Because of his outstanding record in Minnesota 
medicine, Dr. Cooper was chosen by his alma mater, 
Macalester College, St. Paul, and by the Minnesota 
chapter for two other signal honors last year. He was 
recipient of the “Useful Citizen Award” presented by 
the Macalester College Alumni Association at the col- 
lege commencement exercises in June. 

On October 19, during the annual fall meeting of 
the Minnesota chapter in Minneapolis, Dr. Cooper’s 
colleagues presented him the chapter’s “Merit Award 
Citation” which carries with it the distinction of being 
the chapter’s outstanding practitioner of the year. 

Dr. Cooper was born September 19, 1907 in Chat- 
field, Minn., to Charles M. and Kittie Cole Cooper. His 
father, an M.D. and a civic-minded man, was a real 
country doctor. His mother still lives in the house 
where she and the elder Dr. Cooper set up housekeep- 
ing and where all of their four children were born. 

Upon graduation from Macalester College in 1929, 
Dr. Cooper entered the University of Minnesota Medi- 
cal School where he received his M.D. in 1932. He then 
spent two and one-half years at Germantown Hospital 
and Dispensary, Philadelphia, Pa. There he met Miss 
Edith Miller of Frederick, Md. Miss Miller and Dr. 
Cooper were married in September, 1935; that same 
month they returned to St. Paul and he began his 
practice. The Coopers have a daughter, Kittie Cole 
Cooper, who is now a freshman at Smith College, 
Northampton, Mass. 
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AN ACADEMY OFFICER'S PROFILE... 


Minnesota’s Dr. Cooper 
Thrice Honored in ’55 


Academywise, Dr. Cooper has expended untold 
energies in all strata—ranging from the Ramsey 
county chapter to the national group. In 1951 he was 
president of the Ramsey County chapter of the 
Academy and the following year he was named presi- 
dent of the Minnesota state chapter. For two years— 
1953 and 1954—he served as chairman of the state 
chapter’s Membership Committee and those same 
years he was a Minnesota delegate to the Assembly. 

In 1952 he became a member of the AAGP Commis- 
sion on Hospitals and at the Los Angeles Assembly 
last March he was named chairman of the commission. 
Academy activities culminated in his being elected to 
the Board at this meeting. 

Dr. Cooper, a member of Phi Rho Sigma medical 
fraternity, is a member of the Medical Advisory Com- 
mittee to the Minnesota Division of Vocation Rehabili- 
tation. He is affiliated with Town and Country Club 
and The Medical Club of St. Paul. A Mason and a 
member of the Osman Temple Shrine, he also is a 
Presbyterian and a member of the Board of Trustees of 
Macalester Church in St. Paul. 

Besides his affiliation in the Academy, Minnesota 
State Medical Association and American Medical Asso- 
ciation, Dr. Cooper is a member of the Executive Com- 
mittee of the Ramsey County Medical Society. 

At Midway Hospital, he is on the active staff and 
serves as chairman of the hospital’s Audit Committee. 
He is also on the staff of Bethesda Hospital and mem- 
ber of its Tissue Committee. 

When there’s time for a bit of relaxing, Dr. Cooper 
divides his interest among golfing, swimming, danc- 
ing, the theater and a game of bridge. 


GP Volume XIII, Number | 


: 
= 
: Charles C. Cooper, M.D. 
4 
‘ 


Wednesday’s Scientific Program Billed as High Point in Assembly Program 


Urology, Gynecology and Obstetrics 


Key Wednesday Program Topics 


EVERY SESSION of an Assembly program is as good as 
the Committee on Scientific Assembly can make it. 
But Wednesday always seems extra special—perhaps 
because the greatest number of local physicians attend 
and the committee unconsciously tries to parade its 
very best talent. Certainly Wednesday, March 21, 
qualifies as one of the high points in the 1956 Assem- 
bly program. 

The session will open with a discussion of ‘Urology 
in the Elderly Female” by Lee F. Turlington, M.D., 
associate professor of gynecology at the University of 
Alabama. Dr. Turlington’s background includes not 
only all the usual training, study and experience, but 
also ten years of personal association with noted Dr. 
Lewis Morris of Birmingham. He is a member of 
numerous gynecologic and surgical associations and 
has served as chairman of the Section on Gynecology 
of the Southern Medical Association. 

Dr. Turlington proposes to concentrate on diseases 
of the urethra, to which the elderly female is particu- 
larly susceptible. Attention will also be given to incon- 
tinence, in its varying types and degrees, and with 
consideration of the choice of surgery versus pessary. 
Renal calculi and tumors and the selection of the 
proper antibiotic in specific infectious situations will 
be discussed, 

The second paper of the morning will also be in the 
field of urology, but will shift in age and gender to a 
consideration of ‘Urinary Obstructions in the Young 
Male.” 
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This will be presented by Dr. Hugh J. Jewett, an 
outstanding young urologist who is an associate pro- 
fessor at Johns Hopkins University and chief of urol- 
ogy in the Outpatient Department at Johns Hopkins 
Hospital. Dr Jewett is a specialist in the field of Johns 
Hopkins training, as well as urology, since he was 
graduated from the medical school and served his 
internship and residency there. He served in the Army 
Medical Corps during World War II. His name appears 
on the roster of almost every important urologic asso- 
ciation, including the Soc. Internationale de Urologie. 

Dr. Jewett has been unable to prepare a brief outline 
of his paper, but those closely associated with him are 
emphatic in assurances that every physician in the 
audience will take home a 
wealth of information. 

Immediately after the 
morning recess, interest 
will center on ‘Visual Evi- 
dence of Vulvovaginal Dis- 
eases.” For this discussion 
the committee picked two of 
the top authorities in Penn- 
sylvania—then jumped 
to the Golden Gate for 
the Academy’s own Francis 
Hodges as the ideal man to 
wrap up the subject from 
the family doctor’s view- 


point. 


Lee F. Turlington, M.D. 
who presents the first paper 
on Wednesday. 
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Leading off on problems 
of the vulva will be Dr. Jos- 
eph A. Hepp, professor and 
chairman of the Depart- 
ment of Gynecology at the 
University of Pittsburgh. 
Included in his many asso- 
ciation affiliations are a 
charter membership in the 
Pittsburgh Obstetrical and 
Gynecological Society, the 
American Academy of Ob- 
stetrics and Gynecology (of 


which he is a founding 
will present vulvar 
diagnoses and therapies. member), and the Ameri- 


can Committee on Maternal 

Welfare. He is abstractor 
for Excerpta Medical (The Netherlands) and consulting 
gynecologist to the U. S. Public Health Service. 

Dr. Hepp points out that the vulva, being covered 
with skin, is subject to many of the common derma- 
tologic disorders seen elsewhere on the body: scabies, 
psoriasis, herpes, allergic reactions and other skin 
lesions. Attention will also be given to urethral carun- 
cles, skenitis, condyloma acuminata and lata, leuko- 
plakial vulvitis, and the various malignant lesions. 
Pruritus, that baffling and often intractable gyneco- 
logic headache, will also come in for discussion. 

Newlin F. Paxson, M. D. will pick up the discourse 
in relation to vaginal disorders. Dr. Paxson has headed 
the Department of Obstetrics since 1942, and the Divi- 
sion of Women since 1948, at Hahnemann Medical 
College of Philadelphia. He was graduated from 
Hahnemann in 1919 and has specialized in obstetrics 
and gynecology since 1920. 

In the area of his discussion, Dr. Paxson will include 
such congenital defects as imperforate hymen, double 
vagina and vaginal cysts. Consideration of inflamma- 
tions will be limited chiefly 
to monilia and trichomonal 
infections. Pelvic support 
problems will be mentioned, 
with specific attention 
to posterior enterocele. 
Diseases of the cervical por- 
tio vaginalis (ectropion, 
erosion and carcinoma-in- 
situ) will be reviewed in 
some detail, because of 
their extreme importance. 
As indicated earlier, Dr. 
Francis T. Hodges will 
bring these discussions into 
general practice focus. 


Newlin F. Paxson, M.D. 
will discuss vaginal diseases. 
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Paul A. Bowers, M.D. 
who will discuss, respectively, the prenatal, delivery and post-gravid 
problems of pregnancy. 


Robert H. Barter, M.D. 


Obstetrics Keynote Afternoon 


Immediately after lunch, the audience will enjoy 
what is expected to be the most illuminating and com- 
prehensive obstetric symposium ever presented on an 
Assembly program. First will be a talk about “‘Prepara- 
tion for the Pregnancy” by Robert H. Barter, M.D., 
associate professor of obstetrics and gynecology at 
Georgetown University. Dr. Barter was a major in the 


Army Medical Corps for four years during the last 


World War, followed by a tour as chief medical officer 
in Ob-Gyn at Gallinger Municipal Hospital, Washing- 
ton. He has written extensively in his chosen field. 

Preparation for a well-conducted pregnancy, in Dr. 
Barter’s opinion, should begin at the first prenatal visit. 
He proposes to outline the effective procedure in pre- 
senting the physiologic “rightness” of pregnancy to 
the patient, minimizing pathologic aspects and other 
causes of anxiety, but creating confidence with posi- 
tive answers. He stresses that a set of inflexible rules 
and regulations, like a coldly professional attitude, is 
not only unnecessary but is incompatible with indi- 
vidualized prenatal care. 

A second step in the symposium will be made by 
Paul A. Bowers, M.D., associate in obstetrics and 
gynecology at Jefferson Medical College. His hospital 
connections include Jefferson Hospital, Valley Forge 
General, the Philadelphia VA Hospital and Philadel- 
phia General, among others. During World War II he 
was chief of the Female Section of the Army General 
Hospital in Hawaii. 

In a recent letter, Dr. Bowers used a sentence which 
might well be inscribed across the office wall of every 
physician engaged in obstetric practice: ‘“The goal of 
all prenatal. care is the delivery of a healthy infant from 
a well mother.” He will, therefore, dwell on threatened 
abortion, premature labor, toxemias, placental compli- 
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cations and blood dyscrasias. Recognizing that the 
etiology of many of these conditions is largely in the 
realm of speculation, he will concéntrate his attention 
on diagnosis and therapy, against a background of 
actual case histories. 

The concluding phase of pregnancy, for the pur- 
poses of this symposium, has been titled ‘Preserving 
the Perineum” and will be presented by Dr. D. Frank 
Kaltrider, associate professor of obstetrics and gyne- 
cology at University of Maryland School of Medicine. 
Currently secretary of the AMA Section on Obstetrics 
and Gynecology, he has done considerable research on 
dystocia with reference to x-ray pelvimetry and thy- 
roid function in pregnancy. He has contributed exten- 
sively to the literature, principally on obstetric sub- 
jects. 

Recognizing episiotomy as a greatly-to-be-preferred 
substitute for perineal tears, Dr. Kaltrider will review 
the various types and point out reasons for his prefer- 
ence. Timing will be reviewed, as will complications, 
their prevention and treatment, with special attention 
to extensions. Episiotomies will be evaluated in the 
light of their possible effect on the incidence of relaxed 
vagina and cystocele in later life. 


Parasites and Animals Finish the Day 


The final afternoon session takes a change of pace, 
starting with a discussion of “Intestinal Parasites” by 
Dr. Ryle A. Radke of Everett, Washington, who is clini- 
cal instructor in medicine at the University of Wash- 
ington. Dr. Radke recently retired to private practice 
after 20 years in the Army Medical Corps. During 
those years (from which he emerged a colonel) he saw 
service in Algiers and the South Pacific in World War 
II (Bronze Star and Philippine Liberation Medal) and 
in Japan in the recent Korean conflict (Legion of 
Merit and United Nations 
Medal). His study on “The 
Military Significance of 


Sir Henry Wellcome Medal 
in 1952 (its excellence pos- 
sibly was influenced by his 
having been a patient as 
well as a physician). 

Dr. Radke will present 
each of the common intesti- 
nal parasitic diseases from 
the standpoint of etiology, 
symptomatology, diagnosis 
and treatment. Emphasis 
will be on practical office 


Ryle A. Radke, M.D. 
whose knowledge of parasitic 
diseases includes some 


personal experience. procedures suitable for 
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Amebiasis” won him the 


diagnosis. Much of the 
available time will be devot- 
ed to the three disease en- 
tities of greatest clinical 
significance: amebiasis, as- 
cariasis and enterobiasis. 
The final half hour of the 
day will be devoted toa sub- 
ject unique in Assembly 
programs—but which 
should open upa whole new 
field of thought for every 


doctor present—Contri- 


butions of Veterinary Medi- J. Stafseth, Ph.D. 


P who will measure veterinary 
” 
cine to Human Medicine. licine against 0 


To present this subject, j,uman yardstick. 
the committee sought out 
the nation’s top authority: Henrik J. Stafseth, Ph.D., 
head of the Department of Microbiology and Public 
Health, Michigan State University. After serving with 
the Army Veterinary Corps in the First World War, Dr. 
Stafseth spent two years as district veterinary at Sond- 
mora, Norway. This obviously gave him an appetite 
for foreign countries, because in the years since he 
has intermittently held posts at the Royal Hungarian 
Veterinary College in Budapest, with the Mexican 
Department of Agriculture, and as Chief Veterinarian 
for UNRA in China. 

He isan authority on veterinary education ; has taught 
pathogenic bacteriology, immunology and poultry bac- 
teriology for more than 30 years; has done extensive 
research in diseases of poultry, dogs and cattle; and is 
the author of several textbooks and more than 100 
scientific articles. 

The contributions of veterinary science to human 
medicine lie largely in the field of preventive medicine 
and public health. Dr. Stafseth will show how research 
on various animal diseases has revealed facts which 
helped to solve perplexing problems relative to causes 
and avenues of spread of a number of important diseases 
affecting human beings. This review should serve ma- 
terially to enhance one’s appreciation of and respect for 
the splendid work being done in this important com- 
panion field. 


Washington Plans Elaborate Entertainment 
For Ladies and Children During Assembly 
ELABORATE PLANS are being laid for ladies’ entertain- 
ment this year during the Eighth Annual Scientific As- 
sembly in the nation’s capital. Chief among the innova- 


tions will be the Children’s Tour during the Lunch- 
eon-Fashion Show on Wednesday, March 21. 
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Also available: 


broad spectrum antibacterial therapy 
plus antifungal prophylaxis 
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250 mg. Steclin (Squibb Tetracycline) Hydrochloride 
and 250,000 units Mycostatin. Bottles of 12 and 100. 
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Mrs. I. Phillips Frohman, 
chairman of the Ladies’ En- 
tertainment Committee, an- 
nounces that a Coffee Hour 
and Hat Show on Tuesday 
morning, March 20, will 
lead off the planned activi- 
ties for the wives. A tour of 
the capital city will be taken 
following the morning en- 
tertainment. 

The Coffee Hour will be- 
gin at 10 a.m. in the Federal 
Room of Hotel Statler with 
tiny Danish pastries and 
coffee being served. Enter- 
tainment will be a spring hat showing by one of Wash- 
ington’s outstanding millinery salons, Merian Designs. 
The showing by professional models will be held from 
10:30 to 11:30 a.m. 

A highlight of the event will be the awarding of the 
door prize ; the lucky winner may have her choice of any 
hat shown or in the Merian shop which is just a block 
from the Statler. Mr. Merian will also have a special 
favor for each guest. Tickets for the Coffee and Hat 
Show will be $1.50. 

The tour will begin at 12:30 p.m. with buses loading 
at the 16th Street entrance of the Statler. Tickets will 
be $2.50. The tour will comprise a general sight-seeing 
trip of Washington and Arlington National Cemetery. 
Brief visits will be made to the Marine Memorial, Tomb 
of the Unknown Soldier for the changing of the guard, 
the Lincoln and Jefferson Memorials, returning to the 
Statler about 4 P.M. 

The highlight of the Wednesday activities will be the 
annual Luncheon-Fashion Show. A patriotic color 
scheme of red, white and blue will be used for this 
Parade of Fashions which will begin at 12:30 p.m. in 
the Mayflower Hotel Ballroom. Tickets are $4.50. Julius 
Garfinckel and Company, known the world over for its 
unexcelled taste and distinction in women’s fashions 
will present the fashion show. Clothes, in all sizes as 
well as in all price ranges, will be shown. 

During the Parade of Fashions, the Children’s Tour 
will be under way. Tickets will be $2.50 which will in- 
clude luncheon. The tour buses will load at the 16th 
Street entrance of the Statler, leaving at 12 noon and 
going directly to the National Zoological Park for 
luncheon at the Zoo Park Restaurant. A special 
luncheon menu will be prepared for the children. 

After lunch, the children will spend about an hour at 
the famous Washington Zoo, then to the FBI, the 
Smithsonian Institution and the Washington Monu- 
ment before returning to the hotel by 4:30 p.m. This will 


Mrs. |. Phillips Frohman 
heads women’s entertainment 
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be in ample time for mothers to get back to the Statler 
from the luncheon to meet their children. 

Arrangements have been made with the YW Wives 
Club of Washington (associated with the YWCA) for 
ladies to act as chaperones on the tour. All have had 
experience with children in teaching or recreational 
activities. They will ride on the buses with the children 
so that parents may feel that there are adults present 
to look after the children’s needs. 

The day’s activities for the ladies and the social high- 
light of the entire Assembly will be the President’s Re- 
ception and dance in the Ballroom of the Statler, begin- 
ning at 9 p.m. All physicians and their wives or guests 
are invited. 

Mrs. Frohman announces that Mrs. Samuel Diener 
will be her vice chairman. Others who will assist them 
will be Mmes. W. R. Stovall, Merrill Cross, Sherman A. 
Thomas, Robert Perkins, Robert R. Hottel, Glen Pin- 
cock and Frank S. Pellegrini. 


Fall Publication Committee Meeting Held at Greenbrier— Members of 
GP’s Publication Committee joined Committee Chairman John 
Mosher, Medical Editor Hugh H. Hussey and Publisher Mac F. 
Cahal at the Greenbrier, White Sulphur Springs, W. Va., October 
21-22 for their regular fall meeting. Shown, left to right, in the 
back row are Drs. Keith Hammond, E. R. Cox, Hugh H. Hussey, 
Daniel Rogers and Mr. Cahal. In the front row, left to right, are 
Miss Helen Cobb, assistant to Mr. Cahal; Drs. Malcom Phelps, John 
Mosher, U. R. Bryner and William E. Lotterhos. 
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Trends and Events in the Nation’s Capital 


Prohibits VA Doctors’ Outside Work 


Orvers which have gone out to enforce strictly the 
rules which prohibit full-time physicians in Veterans 
Administration from engaging in any outside profes- 
sional activities for remuneration have stirred up a 
tempest in Washington and throughout the country. 

Ever since VA’s reorganization in 1946, and estab- 
lishment of its Department of Medicine and Surgery, it 
has been customary for hospital staff physicians to as- 
sociate themselves with medical schools, consult on 
occasion with civilian physicians and—in some in- 
stances—see private patients in their off-duty hours. 
A few years ago rules were promulgated with the ob- 
jective of reducing outside activities to a minimum 
but they were not strictly enforced. 

Recently Dr. William S. Middleton, chief medical 
director of VA, sent a directive to all area medical di- 
rectors, managers of hospitals and heads of outpatient 
departments. It was in the nature of a “crackdown” 
order, putting them on notice that full-time physicians, 
dentists and nurses shall not be permitted to accept 
pay for outside services of any kind. 

The result has been grumbling not only among the 
doctors involved but also on the part of many medical 
school deans who for years have engaged VA physi- 
cians for part-time teaching. It is understood that ar- 
rangements of this kind will be honored by VA head- 
quarters for the remainder of the school year, and 
then they must be terminated. At least these part- 
time instructors will not be allowed to accept com- 
pensation for their work. 

Dr. Middleton’s order, which reportedly has led to 
several resignations already, bars private office prac- 
tice. It forbids consultation practice with remunera- 
tion. It states that full-time professional personnel 
shall not serve a non-VA hospital, clinic, medical 
group, commercial concern, medical school, labora- 
tory or any other enterprise for compensation. 

Nor may they accept awards or prizes for recogni- 
tion of professional attainments, unless they are non- 
monetary. Honoraria may be accepted, but only to 
cover expenses incurred. An occasional consultation is 
permissible, provided it is performed gratis. 

“You must satisfy yourself that these requirements 
are met,”’ Dr. Middleton said in his letter to adminis- 
trative officers throughout the country. “In instances 
in which you do not secure compliance, you will re- 
port the specific circumstances to the chief medical 
director.” 

The other federal medical services, both military 
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and civilian, are more liberal on the issue of outside 
professional activity. 

Army and Air Force forbid their medical and dental 
officers to set up offices for private practice but permit 
them to consult with private physicians, for fees, and 
even to engage in outside practice in those communi- 
ties where civilian doctors are too few to take care of 
the needs. Public Health Service follows similar pro- 
cedure. None of the three bar monetary awards. 

Most liberal of all is the Navy, which even permits 
its doctors to hold private office hours in off-duty time 
provided consent is given by the commanding officer. 


Health Bills Have Legislative Priority 


With the opening of the 84th Congress in January, it 
is expected that there will be but little delay before both 
branches take up legislative business having important 
bearing on medical care and public health. 

Chairman Harry F. Byrd of the Senate Finance 
Committee already has declared he will open hearings 
early on the House-passed social security bill, with its 
controversial section inaugurating a system of com- 
pulsory disability insurance. The same bill extends 
social security coverage, on a compulsory basis, to 
dentists and lawyers but physicians are excluded. 

Recently Senator Lyndon B. Johnson of Texas, 
majority leader, announced he will work for adoption 
of a 13-point program in which health legislation holds 
a high priority. He particularly mentioned federal aid 
for medical research and for hospital construction. In 
this regard, bills are pending in House and Senate to 
increase federal financial support of research and to 
authorize a new program of U.S. grants to hospitals, 
clinics and medical schools for construction, improve- 
ment and expansion of research facilities. 

Representatives J. Percy Priest (Democrat) of Ten- 
nessee and Charles A. Wolverton (Republican) of New 
Jersey, along with Senators Lister Hill (Democrat) of 
Alabama and Herbert Lehman (Democrat) of New 
York, will be in the Congressional forefront of health 
legislation champions in 1956. Between them they 
hope to see enactment of bills furnishing financial 
assistance to medical and dental schools, nonprofit 
clinics and hospitals. One or more of them undoubted- 
ly will sponsor bills extending the life of the Hill- 
Burton Hospital Survey and Construction Act, which 
is due to expire in June, 1957. 

The Administration’s national health goals will be 
outlined in the State of the Union message which Con- 
gress will receive early in January. Not until its trans- 
mittal will it be officially known whether the President 
will persevere in attempts to gain enactment of federal 
reinsurance of health insurance coverage. 
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At THE DecemBer AMA interim session, Chairman 
Lewis A. Alesen’s reference committee on Insurance 
and Medical Service launched a concerted effort to halt 
arbitrary hospital discrimination against general prac- 
titioners. Apparently convinced that suggestions and 
recommendations have been and can be easily over- 
looked, the committee secured unanimous House ap- 
proval of a report which may well be a modern Magna 
Charta of general practice. 

Forty-four speakers addressed the reference com- 
mittee and more than 200 members of the audience. 
Because each of four resolutions plus a supplementary 
report of the Board of Trustees dealt with the general 
practitioner-hospital relationship, they were discussed 
simultaneously and as a single subject. 

After careful consideration of the four resolutions, 
the committee presented the following substitute reso- 
lution which received the unanimous approval of the 
House: 

‘Whereas, The report of the Interim Committee on 
Medical Practices was presented to this House of Dele- 
gates in June, 1955, in which the committee has com- 
pleted its intensive study of the basic causes leading to 
certain unethical practices and to unfavorable publicity ; 
and 

**Whereas, The findings and recommendations of 
this committee deserve the intensive study by the 
physicians of this country and by the American Medi- 
cal Association who should consider their rather wide 
ramifications and the feasibility of their practical ap- 
plication; and 

**Whereas, The House of Delegates of the American 
Medical Association in 1947 resolved that, “It was 
never intended that staff appointments in hospitals 
generally, or even in hospitals approved for residencies, 
should be limited to board certified physicians as is 
now the policy in some hospitals. Such policies, if prac- 
ticed extensively, are detrimental to the health of the 
people and therefore to American Medicine. Hospital 
staff appointments should depend on the qualifications 
of physicians to render proper care to hospitalized pa- 
tients as judged by the professional staff of the hospital 
and not on certification or special society member- 
ship.”’; now therefore be it 

“Resolved, That a Continuing Committee on Medical 
Practice be created in the American Medical Associa- 
tion to conduct a study of the relative value of diagnos- 
tic, medical and surgical services and to report its find- 
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AMA Acts to Halt Hospital Discrimination Against General Practitioners 


Report of Alesen Committee Highlights Boston Meeting 


ings and recommendations to this House in the same 
manner as is now followed by other committees and 
councils of the Association, and be it further 

**Resolved, That this committee shall consist of five 
members of the House appointed by the Speaker, three 
of whom shall be general practitioners; the terms of the 
members of this committee shall ultimately be three 
years, arranged at the discretion of the Speaker in his 
original and subsequent appointments so that these 
terms shall be staggered; and be it further 

*"Resolved, That this Committee be directed to utilize 
all possible means to stimulate the formation of a de- 
partment of general practice in each medical school; 
and be it further 

**Resolved, That the American Medical Association 
approve of the medical school teaching programs which 
afford the medical student opportunity for experience 
in the general practice of medicine; and be it further 

“Resolved, That the representatives of the American 
Medical Association on the Joint Commission on Ac- 
creditation of Hospitals be instructed to stimulate ac- 
tion by that body leading to the warning, provision 
accreditation or removal of accreditation of community 
or general hospitals which exclude or arbitrarily re- 
strict hospital privileges for generalists as a class re- 
gardless of their individual professional competence, 
after appeal to the Commission by the County Medical 
Society concerned; and be it further 

“Resolved, That this committee cooperate in every 
way and assist the Public Relations Department of the 
American Medical Association to present a program of 
public education designed to bring about a better un- 
derstanding of all fields of medical practices; and be it 
further 

"Resolved, That this committee use its full influence 
to discourage any arbitrary restrictions by hospitals 
against general practitioners as a group or as individ- 
uals; and be it further 

“Resolved, That a copy of this resolution be sent to 
the American College of Surgeons, the American Col- 
lege of Physicians, the American Academy of Pedi- 
atrics, the American Academy of Obstetrics and Gyne- 
cology, the American Academy of General Practice, 
the American Hospital Association, the Catholic Hos- 
pital Association, the American Protestant Hospital 
Association, and chief of staff of every hospital in the 
United States and its Territories, and to the deans of 
each medical school.” 
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Chairman Alesen’s committee amended and ap- 
proved the Board of Trustees supplementary report. 
The report, as submitted to the committee, read as 
follows: 

“At its meeting in Atlantic City the House of Dele- 
gates approved in principle resolution #41, calling for 
the creation of a subcommittee to work on a relative 
value scale, the adoption of a program of public educa- 
tion on the value of diagnostic and medical work, the 
encouragement of specialty boards in medicine to re- 
appraise regulations restricting the practice of board 
diplomates and the discouragement of arbitrary re- 
strictions by hospitals against general practitioners. 
The resolution further requested the House of Dele- 
gates to ask the American Hospital Association to re- 
quest boards of trustees of hospitals to refrain from 
demanding that medical staff members submit to an 
audit of their books for the purpose of detecting fee 
splitting and that the hospital association be assured 
that medicine is ready and able to solve satisfactorily 
its own problems. 

“The resolution was referred by the Board of Trus- 
tees to the Judicial Council, which agreed that the 
programs suggested in the resolution do not in any 
way conflict with established ethical policies of the 
Association and may be properly undertaken by the 
Board. The resolution was then referred to the Council 
on Medical Service. The Council submitted the follow- 
ing report which was accepted by the Board for trans- 
mittal to the House of Delegates: 

“1. Since there are at least three experiments, other 
than that of thoracic surgeons, concerned with de- 
veloping relative value schedules now in process, the 
Council believes these should be reviewed before a 
subcommittee ‘. . . to work on a relative value scale . . .” 
is created; 

“2. With reference to °. . . a program of public edu- 
cation .. . on the value of diagnostic and medical work 


. .. to increase the public’s appreciation of non-surgical 
work . . .’, the Council suggests that all non-surgical 
groups be asked for their suggestions and cooperation 
in carrying out such a public education program; 

**3. The Council is in full accord with the suggestion 
relative to a reappraisal of the practice restrictions of 
the various specialty boards; 

**4. The Council is also in accord with the recom- 
mendation that the American Medical Association 
should continue to discourage arbitrary restrictions by 
hospitals against general practitioners; and finally 

**5. The Council concurs in the statement that or- 
ganized medicine is ready, willing, and able to solve 
satisfactorily its own problems, and such assurance 
should be given to the American Hospital Association 
or any other group concerning itself with such prob- 
lems.” 

In its report to the House of Delegates, Dr. Alesen’s 
committee deleted the first numbered paragraph and 
recommended adoption of the supplementary report. 
In its report, the reference committee said: 

*. . . This modification consists in the deletion of 
paragraph No. 1 which reads: ‘Since there are at least 
three experiments, other than that of thoracic sur- 
geons, concerned with developing relative value sched- 
ules now in process, the Council (on Medical Service) 
believes these should be reviewed before any subcom- 
mittee . . . to work on a relative value scale . . .” is 
created ;” 

Despite a Board of Trustees’ suggestion, the refer- 
ence committee saw no good reason for not studying 
the merits of a relative value scale which would help 
physicians establish fees. 

Other members of Dr. Alesen’s Insurance and Medi- 
cal Service Committee include Drs. R. J Azzari, New 
York, N.Y.; Lester D. Bibler, Indianapolis, Ind. ; Percy 
E. Hopkins, Chicago, Ill.; and H. Linton January, 
Albuquerque, N.M. 


AMA Not Against Social Security 
Per Se Says President-elect Murray 


THe AMERICAN MEDICAL ASSOCIATION is not against 
social security per se, Dr. Dwight H. Murray, presi- 
dent-elect of the AMA, told a recent audience of 
Academy members in San Francisco. 

But Dr. Murray, himself an AAGP member, did take 
issue with HR 7225, a 1955 social security amendments 
bill, which was jet propelled through the House of 
Representatives on July 18. 

its passage in the House was a real blitz, Dr. Murray 
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pointed out. The rules were suspended, amendments 
were barred and debate was limited to 40 minutes. It 
slipped quickly through the Ways and Means Commit- 
tee in executive session without public hearings and in 
spite of protests. 

Though the AMA is not against social security per se, 
Dr. Murray feels there is justification for opposition to 
amendments which relate to private medicine and are 
deemed to be unsound or politically motivated in a fe- 
verish pre-election year. 

“The most explosive point in HR 7225,” said Dr. 
Murray, “is the one with serious implications for medi- 
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cine. An amendment to 
Title II of the OASTI’s sec- 
tion of the Social Security 
Act, it would make totally 
disabled persons at age 50 
eligible to receive social 
security benefits not now 
available to others until 
age 65. In the past, the 
association has opposed 
similar plans because of the 
effect on the medical care 
system and because the 
compulsory cash payment 
acted as a deterrent to re- 
habilitation.” 

In addition to the disability benefits, HR 7225 would 
lower the retirement age for women from 65 to 62, ex- 
tend monthly benefits for totally and permanently dis- 
abled beyond the age of 18 and expand social security 
coverage to all self-employed professional groups ex- 
cept physicians. 

Dr. Murray also pointed out that “the very idea of 
mass benefits on a cash payment basis would lead to 
abuses and excessive costs. The cash benefit stands as a 
roadblock to rehabilitation.” 

He stressed greatly that the department of the federal 
government most concerned with this field, did not sup- 
port the bill. Instead the Secretary of HEW (then Mrs. 
Hobby) called for a full inquiry, and public hearings on 
the legislation. 

Mrs. Hobby asked that all interested persons and 
groups be given an opportunity to study the bill and to 
present their testimony, Dr. Murray said. Her official 
statement referred among other things to the increasing 
cost of the OASI system. She pointed to the fact that 
under the mounting costs of the extended benefits un- 
der HR 7225, within 20 years the self-employed worker 
who earns less than $4,200 a year and has a wife and 
two children would pay far more in social security tax 
than in federal income tax. 

Dr. Murray concluded that if all Americans exercised 
their privileges as citizens of this great country, we 
might stand united as a committee of 164 million people 
and serve notice on our lawmakers that every bill must 
get a full and proper study before calling for a vote. He 
felt this might stiffen the spines of those lawmakers 
who dare not take important legislation out of politics. 


Dwight H. Murray, M.D. 
AMA president-elect. 


Health Information Survey Finds More 
Gripes on Food Prices Than Medical Costs 


MEpicAL CosTs in general come in for less criticism than 
other living costs, according to a preliminary report on 
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a national survey of opinions released by Health Infor- 
mation Foundation. 

Only 26 per cent of the adult population believe that 
the cost of medical care is much too high, while 40 per 
cent think food prices are out of reason. 

The total opinion study is designed to determine how 
public opinions and attitudes affect the use of services 
of physicians, hospitals, dentists, the drug industry and 
voluntary health insurance. Mr. George Bugbee, presi- 
dent of HIF, said the results, though not final, express 
the views of a scientifically selected sample of the 
population. 

Findings of special interest are: 

Within the category of medical costs, the percentage 
believing costs ‘‘much too high” are doctors’ fees, 16 
per cent; hospital charges, 39 per cent; dentists’ fees, 24 
per cent; prescriptions at drugstores, 38 per cent. 

Income does not affect the degree of criticism; 38 
percent of those with $3,000 income or less say drugs 
are too high, and 37 per cent of those with incomes of 
$5,000 or greater are critical. 

Complaints of drug prices are greatest among those 
segments of the population that also are most critical of 
food, repair and clothing prices. 

When asked, ‘‘What are some of the things that make 
it easier to have good health today than it was 30 years 
ago?”’, 71 per cent cite improvements in medical knowl- 
edge and facilities and almost 47 per cent specifically 
referred to new drugs, medicines and vaccines now 
available. 

Thirty-eight per cent of the population believe the 
cost of prescriptions is much too high, and 28 per cent 
believe that costs are somewhat higher than they should 
be. Of prescription cost, 26 per cent blame the drug- 
gists, 10 per cent mention physicians and 7 per cent 
name pharmaceutical manufacturers. 


New National Mental Health Commission 
Names Leaders for Three-Year Plan 


Dr. Kennetu E. Appet, professor of psychiatry at the 
University of Pennsylvania School of Medicine, was 
recently elected president of the newly formed Joint 
Commission on Mental Illness and Health, Inc. 

The group is composed of representatives of leading 
national organizations and agencies interested in mental 
health. Dr. Leo H. Bartemeier, Baltimore psychiatrist 
who is chairman of the new commission’s trustees, re- 
ports that its proposed three-year plan for a study of 
human and economic problems of mental illness in the 
U.S. will be submitted soon to the Public Health 
Service for approval. 

Congress this year appropriated $250,000 to begin 
a nationwide “analysis and re-evaluation of the human 
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and economic problems of mental illness.” Surgeon 
General Leonard Scheele may grant the money to one 
or more nongovernmental organizations for the study. 
Dr. Bartemeier is also chairman of the American 
Medical Association’s council on mental health. 


X-ray Motion Pictures in Commercial Debut; 
General Electric To Make Equipment 


X-RAY MOTION PICTURES, after almost nine years of ex- 
perimental and private use, have made their commercial 
debut. The equipment will be manufactured by General 
Electric Co., X-ray Department, Milwaukee, Wis. 

Technically known as cinefluorography, the process 
was designed and developed by Dr. James S. Watson 
and Dr. Sydney A. Weinberg, radiologists from the 
University of Rochester. 

The new apparatus, designed for use with conven- 
tional x-ray equipment, can be used for taking pictures 
with the patient seated, standing or lying down. The 
picture-taking area is 15” by 15”, almost as large as the 
conventional 14” by 17” x-ray film. The device can be 
used with either 16 mm or 35 mm film and offers a 
speed range of 3%4 to 30 frames per second. 

Up to now there have been only a few hand-built 
x-ray motion picture cameras in the country. The avail- 
ability of this equipment is expected to extend greatly 
the clinical and research use of cinefluorography. 


Graduate Medical Education Enrollment 
Now Equals That of Basic Medical Schools 


ENROLLMENT of young physician-graduates as interns 
and residents for the 1954-55 year passed that of stu- 
dents in undergraduate medical schools, the Council 
on Medical Education and Hospitals of the AMA re- 
ports. 

The council says this is an indication of “the mag- 
nitude of the growth of graduate training over the 
past 10 years.” 

The report showed 9,066 graduates serving intern- 
ships for 1954-55 and 20,494 serving as residents, a 
total of 29,560 in 1,364 hospitals. This is an increase 
of about 2,500 over last year. Internships offered the 
past year show a 250 per cent increase over the num- 
ber reported in 1914, the first year approved hospitals 
were listed by the council. 

This year’s figures reverse the trend of the past 
several years, when unfilled internships and residen- 
cies were increasing. The report showed foreign medi- 
cal school graduates in 1954-55 filling almost half of 
the vacancies not taken by American graduates. 

Another important change has been in require- 
ments for residency training. The new policy elimi- 
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nates the possibility of taking specialty training in 
several separate programs and instead requires stricter 
continuity in an integrated training course. 

The council’s report noted that the average cash 
stipend paid to interns by hospitals affiliated with 
medical schools is $87 a month compared to $84 last 
year. Hospitals not affiliated with schools pay an aver- 
age of $136 a month, an increase of $1 over last year. 
The report said figures indicate that the amount of the 
stipend usually has no effect on the prospective in- 
tern’s choice of a hospital for training. 

Federal hospitals, such as the armed services of the 
VA services, and local government hospitals offer 
36.5 per cent of all available intern positions and have 
the highest rate of filled positions. 


Virginia Medical Society Picks Three 
Academy Members for Key Honors 


Cuter Honors of the Medical Society of Virginia went 
to three members of the Virginia chapter during the 
society’s recent annual meeting in Richmond. 

The house of delegates named Dr. James D. Hagood 
of Clover, a principal figure in Virginia’s dominant 
Democratic organization, to be its president-elect. He 
will be installed later this year. Dr. Hagood who has 
served as state senator since 1942 will be chairman of 
the powerful Senate Finance Committee when the state 
legislature convenes this month. 

The second honor went to Dr. Mary Elizabeth John- 
ston, Tazell, who was chosen Virginia’s General Prac- 
titioner of the Year. Dr. Johnston who is very active in 
Academy circles is the first woman to receive that dis- 
tinction in the Old Dominion. 

Richmondite, Dr. Linwood Ball, who is vice presi- 
dent of the Virginia chapter, was elected a delegate to 
the American Medical Association. 


James D. Hagood, M.D. 
—New President-elect 


Mary E. Johnston, M.D. 
—Outstanding 
General Practitioner 
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W. Linwood Ball, M.D. 
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TH O RAZ I N ew allay the suffering 


caused by the pain of SEVERE BURSITIS 


The ataractic, tranquilizing action of “Thorazine’ can reduce the 
anguish and suffering associated with bursitis. “Thorazine’ acts not 
by eliminating the pain, but by altering the patient’s reaction— 
enabling her to view her pain with a “serene detachment” . . . Howell 
and his associates! reported: “Several of [our patients] expressed the 
feeling that [“Thorazine’] put a curtain between them and their pain, 
so that whilst they were aware that the pain existed, they were not 
upset by it.” 


Smith, Kline & French Laboratories, Philadelphia 


1. Howell, T.H.; Harth, J.A.P., and Dietrich, M.: Practitioner 173:172. 
*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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AMA Foresees Medical School Recruitment 
Problem Despite Present All-Time Record 


ALTHOUGH American medical schools set all-time en- 
rollment and graduate records in 1954-55, they may 
face a student recruitment problem in the next few 
years, according to an American Medical Association 
announcement. 

The AMA’s Council on Medical Education and Hos- 
pitals says it foresees this problem because applications 
to medical schools have been decreasing the past five 
years. However, there were more applications this year 
than usual. 

The council believes some schools may have diffi- 
culty in filling all available openings with qualified 
students because only 16.8 per cent of the entering 
class in 1954-55 had an “A” college record, while 69 
per cent had “B” and 14.2 per cent had “C”. 

There were 6,977 physicians graduated last year 
from 75 approved four-year medical schools. Seven 
more medical schools will be graduating physicians by 
1960. 

Four are new schools just opened or in various 
stages of development: Albert Einstein College of Med- 
icine at Yeshiva University, New York City; University 
of Miami Medical School, Coral Gables, Fla.; Seton 
Hall College of Medicine, Jersey City, N. J. and Uni- 
versity of Florida School of Medicine, Gainesville, Fla. 

The other three are two-year basic medical science 
schools that are expanding their programs to four 
years: University of Mississippi School of Medicine, 
University of Missouri School of Medicine and West 
Virginia University School of Medicine. 

The report also said projected 1955-56 budgets show 
there has been a “modest improvement” in medical 
school financing. Approximately 95 per cent of impor- 
tant research now conducted in medical schools is 
made possible through grants-in-aid from outside 
agencies. 


Regional Hospital and Education 
Meetings Held in San Francisco 


REGIONAL MEETINGS of the Commission on Hospitals and 
the Commission on Education were held recently in San 
Francisco. The hospital meeting was held jointly with 
the Hospital Committee of the California chapter dur- 
ing the chapter’s seventh annual scientific assembly. 

At the joint meeting Dr. John G. Walsh, chairman 
of the regional hospital group, explained that the Acad- 
emy is going along with the Joint Commission on 
Accreditation of Hospitals. It advises having general 
practice departments in hospitals and maintaining them 
as administrative departments. However, the group in 
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San Francisco felt the AAGP should be represented on 
the joint commission if the commission is to continue 
its functions as now set up. 

The present philosophies of surgical privileges were 
discussed : 

(a) The American College of Surgeons’ point of view 
that the days of the general man having major privileges 
are probably numbered, and that in time only certified 
surgeons shall do this work. 

(b) The point of view that general practitioners can 
and do qualify by experience, preceptorships, etc., for 
major privileges, and that the way and means to accom- 
plish this should be kept open. 

Those present for the hospital session besides Dr. 
Walsh were Dr. J. C. Milligan, the Washington repre- 
sentative; Dr. Stanard Gillespie, representative from 
the Oregon chapter; and the following members of the 
California chapter’s Hospital Committee: Drs. A. N. 
Donaldson, Willard Newman, Elwood Olson, Logan 
Gray, Leon Desimone, Jim Scow, Richard Watt and 
Horace Sharrocks. Dr. Gray served as secretary for the 
committee. 

Special guests were Drs. Daniel Beltz and Clifford 
Burwell. 

Dr. Watt described conditions in the Queen of the 
Angels Hospital in Los Angeles (566 beds). There are 
five general practitioners on the surgical committee and 
they state, in each committee meeting, the procedures 
they wish to do. He stressed that it took constant vigi- 
lance to see that conditions in this hospital were im- 
proved. 


Joint Session—San Francisco was selected for the recent joint meet- 
ing of the Regional Commission on Hospitals, and the California 
chapter’s Hospital Committee. Those attending were Drs. J.C. Milligan, 
Seattle, Wash. (seated left to right), A. N. Donaldson, Willard New- 
man, Elwood Olson, Logan Gray and John G. Walsh. Standing, left to 
right, are Drs. Leon Desimone, Jim Scow, Stanard Gillespie, of Port- 
land, Ore.; Richard Watt and Horace Sharrocks. 
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acute coryza in children... 


1 


“selective action on the cough reflex” 


Brand of carbetapentane citrate 


non-narcotic, non-opiate, highly palatable antitussive 


In acute coryza as in other respiratory con- 
ditions, “uniformly excellent” control of 
cough is obtained with Toclase in a matter 
of minutes. A “most remarkable” feature is 
the high palatability and acceptability of 
liquid Toclase to children.’ Toclase, vir- 
tually free of undesirable side effects such 
as drowsiness and constipation, acts selec- 
tively to inhibit the hyperactive cough re- 
flex apparently by way of the medullary 
center. 


TOCLASE EXPECTORANT COMPOUND. 
Sugar-free, pleasant-tasting, cherry-flavored, 
amber color syrup. Bottles of one pint. 


TOCLASE syrup. Pleasant-tasting, cherry- 
flavored, red color syrup. Bottles of one pint. 


TOCLASE TABLETS. For convenience at 
work or recreation. 25 mg. tablets, bottles 
of 25. 


*Trademark 
1. Parish, F. A.: M. Times 83:870 (Sept.) 1955. 


Prizer Laporatories, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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Dr. Milligan spoke regarding Seattle. He was anxious 
to get a reaction to a plan for setting up general prac- 
tice internships and residencies there, with a general 
practice committee to handle the program. 

Dr. Gray discussed the system of evaluating surgeons 
under the Surgical Evaluation Committee system which 
is in use in many California hospitals. 

Tissue committees were discussed; it was felt desira- 
ble to have a general practitioner on such committees. 

Dr. Gillespie of Oregon stated the General Practice 
Section meetings at his hospitals were not given credit 
toward accreditation of the hospitals. 

Further discussion was held regarding general prac- 
titioner anesthetists and osteopaths in district hospitals. 

At the regional meeting of the Commission on Edu- 
cation also held recently in San Francisco, Dr. Antonio 
J. Franzi was chairman. Dr. Stanley Parkinson of Cali- 
fornia, Dr. Noah Smernoff of Nevada and Dr. Stanley 
Neff of Utah were present but the Arizona and Hawaii 
representatives were unable to attend. 

The meeting was devoted to discussion of the classi- 
fication of acceptable postgraduate study courses and to 
methods for increasing the availability of courses for 
members located hundreds of miles from medical schools 
or large medical centers. The circuit type courses con- 
ducted in California and Utah may be expanded to in- 
clude some centers in Nevada. 


Dr. Arch Walls Named Michigan State 
Medical Society’s President-elect 


Dr. Arcu Watts of Detroit, one of the founder-mem- 
bers of the AAGP, has been named president-elect of 
the Michigan State Medical Society. 

Dr. Walls, also a former president of the Wayne 
County (Michigan) Medical Society, was the unani- 
mous choice of the state society’s house of delegates. 
He will take office in September of this year, succeed- 
ing Dr. W. S. Jones of Menominee. 

A graduate of the Uni- 
versity of Michigan, Dr. 
Walls has had an active 
career in the Academy, 
and served as chairman of 
the AAGP Board of Direc- 
tors in 1950-51. 

After 30 years in prac- 
tice, Dr. Walls would like 
to see the medical profes- 
sion put more emphasis on 
the art of medicine. “We 
need better understanding 
between physicians and pa- 


Arch Walls, M.D. tients,” he says. 
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Official Call for the Annual Meeting 


NOTICE IS HEREBY GIVEN of the Eighth Annual Scientific 
Assembly of the American Academy of General Practice 
to be held in the city of Washington, D. C., March 
19-22, 1956, at the National Guard Armory. 

Pursuant to Article V of the Constitution of the 
American Academy of General Practice, the regular 
annual meeting of its Congress of Delegates will be 
held on March 17, 1956, in the Presidential Ballroom 
of the Statler Hotel in Washington at 2:00 p.m. to 
receive and act upon the reports of officers and com- 
mittees, to elect officers, and to transmit any and all 
other business that may be placed before the Congress 
of Delegates. 

All delegates are requested to present their cre- 
dentials to the Committee on Credentials on the ball- 
room floor of the Statler Hotel between the hours of 
10:00 a.m. and 12:00 M., on Saturday, March 17. Dr. 
James D. Murphy, Speaker of the Congress of Dele- 
gates, will announce the Committee on Credentials and 
the reference committees prior to the opening session 
of the Congress of Delegates. 

Members who arrive in Washington early may regis- 
ter at the Armory between the hours of 10:00 a.m. and 
5:00 p.m. on Sunday, March 18. Registration will be 
resumed at the Armory at 8:30 a.m. on Monday, 
March 19. 

Mac F. Cana, Executive Secretary 

(Proposed amendments to the Constitution and By- 
Laws will be published in the February issue of GP.) 
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EXCITING 1956 


MAKE YOUR 
RESERVATIONS NOW! 
DON’T DELAY! 


Contact: 


LEE KIRKLAND TRAVEL 
te 1231 Baltimore Avenue 
Kansas City, Missouri 


Post-Assembly Travel Plans! 


IMMEDIATELY FOLLOWING THE 1956 GENERAL ASSEMBLY IN WASHINGTON, D. ¢, 


FOUR SPECIAL TRIPS... featuring attendance at the 


1956 INVITATIONAL SCIENTIFIC CONGRESS 
in Miami Beach, Florida on March 24. 


This year, following the General Assembly in Washington, four special trips have 
been planned for your pleasure. The first from Washington to Miami via air 
or rail features attendance at the 1956 Invitational Scientific Congress 
there, sponsored by the Florida Chapter of the AAGP, and presented by the 
Dade County, Florida Chapter of the AAGP at the magnificent new Fountaine- 
bleau Hotel. .. . second, there are three special Caribbean extensions from 
which you may select following the Florida trip. . . . third is South America, 
departing direct from Washington at the close of the General Assembly . . . and, 
fourth — by popular request — Europe (also departing direct from Washington). 
Make Your Post-Assembly Plans Now .. . to help in your selection, 
all four offerings are outlined in brief as follows: 


Seven days in the land of sunshine. Attendance at the 1956 Invitational Scientific Congress 

March 24th. Fun-in-the-sun, including choice of air or rail transportation Washington to Miami, choice 

hotel accommodations, extensive sightseeing, breakfast each day, dinner parties, transfers, etc. 
$239.00 each (Air or rail pying bedroom) 


THE CARIBBEAN! 


Three special extensions following the post-assembly Invitational 
Scientific Congress in Miami, as follows: 


“A” Havana 
Four days — including round-trip air from Miami, choice resort hotel 
accommodations, full sightseeing, special entertainment. 


$147.00 each 
“B” Nassau, Havana 
Six days — round-trip air from Miami, choice resort hotel accommo- 
dations, full sightseeing, special entertainment. $269.00 each 


"¢” Haiti, Jamaica, Havana 
Seven days — round-trip air from Miami, choice resort hotel accom- 
modations, full sightseeing, special entertainment. $379.00 each 


SOUTH AMERICA! 


Thirty-four magic days to see the countless highlights of exotic South 
America — Brazil, Uruguay, Argentina, Chile, Peru, Ecuador, Panama, 
etc. Departing direct from Washington, enjoy deluxe arrangements 
from start to finish — the ultimate in travel! $2,199.00 each 


! by popular request... 
EUROPE! 


“An Adventure in Fine Travel Abroad” — the thrill of Easter in Rome, 
splendors of centuries past — gaiety, excitement, adventure! 39 day’ 
of unparalleled pleasure. The finest accommodations, sightseeing, ett. 
throughout. $1,899.00 each 
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EIGHTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
MARCH 19-22, WASHINGTON, DBD. €. 
Monday Tuesday Wednesday Thursday 
Hour March 19 March 20 March 21 March 22 
9:00-9:30 a.m. REGISTRATION Laboratory Aids in Urelegic : Management 
BEGINS 9:00 A.M. Diagnosis of Fevers ‘ of Patients 
in the Young Male ‘th Disablin 
OPENING iseases 
é Live Clinic) 
9:30-10:00 a.m mnlegurastonamnt Therapy of External Urology in the ¢ : 
Buchanan, 
Irwin H. Leopold, Lee Turlington, M.v. 
10:00-11 :004.m. RECESS FOR EXHIBITS 
1100-11 :304.M. Primary Wound Visual Evidence of Thrombocytopenia— 
Repair Vulvovaginal Its Causes 
Neal Owens, 4.0. Diseases and Treatment 
Joseph A. Hepp, William Harrington, 
(Vulvar Diseases) M.D. 
Newlin F. Paxson, 
11:30-12:00 Tumors and (Vaginal Diseases) A Look at 
NOON Swellings of the Neck Francis T. Hodges, M.D. | Tomorrow’s Medicine 
Grant E. Ward, M.D. COMMENTATOR Francis C. Wood, m.v. 
OPENING OF PROGRAM 
WELCOMING SPEECHES 
12:00—1:30 p.m. 1:00 p.m. NOON RECESS National InstTITUTES 
or Heatru Lectures 
AND TOURS START AT 
1:30-3:00 p.m. Disturbances Diagnosis OB Symposium 
and Distortions and Treatment 1. Preparation 3:00 P.M. 
of Demeanor (Panel) of Curable Heart for Pregnancy 
George Raines, M.D., Disease (Live Clinic) Robert H. Barter, M.D. 
MODERATOR W. Proctor Harvey, 2. Protecting 
Mabel Ross, M.v. M.D., MODERATOR the Pregnancy 
Robert H. Felix, m.v. (With demonstration Paul A. Bowers, M.D. 
Manfred S. team from George- 3. Preserving 
Guttmacher, M.D. town University) the Perineum 
D. Frank Kaltrider, 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. Medicine Atherosclerosis— Intestinal Parasites 
and Religion Is It Reversible? Ryle A. Radke, u.v. 
Rev. Das Kelley Fred Stare, M.D. 
Barnett 
4:30-5:00 p.m. The Changing Cardiac Contributions of 
Pattern of Disease Emergencies Veterinary Medicine 
Leonard Scheele, Eugene Stead, to Human Medicine 
Henrik J. Stafseth, 
PH.D. 
EVENING STATE OFFICERS CONGRESS PRESIDENT’S 
DINNER OF DELEGATES DINNER RECEPTION 
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EIGHTH ANNUAL 


"AMERICAN ACADEMY 


“WASHINGTON, D. 
‘MARCH 19-22, 19 


Make Your Hotel 
Reservation .. . Now! 


Wuue THE city of Washington has a considerable number of 
excellent hotels, we suspect that first choice rooms will be at 
a premium long before next March. The combination of one of 
the best programs in Academy history, the geographic location, 


and the opportunity to combine Assembly attendance with a 


REMEMBER: 
> Room assignments will be made in order 
received. 


> Reservation requests should be sent to the 
AAGP Housing Bureau, Washington, D.C. 


> Only a few rooms available at the Hotel Statler 
in addition to those set aside for delegates and 


speakers. 


> State officers and delegates must make their 
own reservations. 


> Be sure to list definite arrival and departure 


time; names of all occupants of room. 
>» Academy Headquarters will be at Armory. 


> All registration (except delegates) at Armory 
10:00 A.M. to 5:00 P.M., Sunday, March 18, 
and beginning at 9:00 A.M. on Monday. 
Scientific sessions end at noon, March 22. 


family trip to the nation’s capital, points inevitably to a new 
high in registration for the 1956 meeting. So you will be well 
advised to make your reservation well in advance. You do not 
have to send an advance deposit check. But it is important to 
fill out and mail the form. 
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Meetings & Exhibits 
tin Armory 
se 19th & E. Capitol Sts. 
Map of 
P CAPITOL ST. 
Downtown Washington 4 
Showing Key 
My Convention Locations 
13. Washington 
14. Willard 
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SCIENTIFIC ASSEMBLY 
OF GENERAL PRACTICE 
fat 
ae 3. Blackstone 7. Mayflower 11. Sheraton Park 
4. Burlington 8. Raleigh 12. Statler 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY 
AMERICAN ACADEMY OF GENERAL PRACTICE 
WASHINGTON, D.C. 


Application 
for Housing 
Accommodations 


$5.00- 9.00 $ 7.50-10.50 $ 8.50-12.00 $12.00-17.00 


MARCH 19-22, 1956 


Suites 
AMBASSADOR 
14th and K Sts., N.W. 


FoR YOUR CONVENIENCE in making hotel reserva- 5.50- 8.50  8.50-11.50  9.00-12.00 
tions for the coming meeting of the ua 750 650-1100 7.50-12.00 
Academy of General Practice on March 19-22, in 1016 17th St., N.W. 
BURLINGTON 4.75- 8.50  8.50-12.00 9.50-12.00 
Washington, hotels and their rates are at the 1120 Vermont Ave., N.W. 
right. Use the form at the bottom of this page, 
indicating your first, second and third choice. 5.00-11.50 8.00-13.00 10.50-15.00 —20.00-34.00 
Because of the limited number of single rooms MAYROWER 7.00-18.00  13.00-19.00 13.50-21.00  23.00-36.00 
available, you will stand a much better chance of RALEON | 
securing accommodations of your choice if your 
request calls for rooms to be occupied by two or 18th and Pa. Ave., N.W. : 
SHERATON CARLTON 8.00-14.00 15.00-18.00 15.00-18.00 
more persons. All reservations must be cleared 16th and K Sts., N.W. 
through the housing bureau. All requests for 7.00-10.00 10.50-15.50 11.00-16.00 15.00-40.00 
reservations must give definite date and hour of 7.00-17.00  10.00-14.50 11.00-19.50  31.00-37.00 
arrival as well as definite date and approximate WASHINGION 7.00-10.50 11.50-15.00 11.50-15.00 
i 15th and Pa. Ave., N.W. 
hour of departure; also names and addresses of 700-1100  10.00-15.00 11.50-18.00 21.00-34.00 
all persons who will occupy rooms requested 14th and Pa. Ave., N.W. 
“The above quoted rates are existing rates but are, of course, subject to any change 
MUST be included. which may be made in the future. 


> ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 15, 1956 


AAGP Housing Bureau 
1616 K Street, N. W. 
Washington 6, D. C. 


Please reserve the following accommodations for the Eighth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in Washington, 
D. C., on March 19-22, 1956. 


Double Bedded Room Twin Bedded Room 

2 Room Suite... Other Type of Room 

First Choice Hotel Second Choice Hotel 
ARRIVING AT HOTEL (date) P.M, Leaving (date) 
Hour A.M. P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded 
foom requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


Uindividual Requesting Reservations—Please print or type) 


If the hotels of your choice are unable to accept your reservation, 

the Housing Bureau will make as good a reservation as possible 
soos seen eencensaeeeconssenconsceeecensseeecsusscetenmsceecenseeeccnuecenenusecceccunieesceamaseeeanacaas elsewhere providing that all hotel rooms available have not al- 
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News from the State Chapters 


More THAN 200 puHysicIANs registered for the ninth 
annual scientific meeting of the Lovisiana chapter in 
Shreveport on October 14-16. The meeting, preceded 
by a fishing rodeo, golf tournament and pistol and 
rifle shoot, opened on Friday with Dr. Janie McSwain 
Topp, president, presiding. 

Special opening addresses were given by The Rev. 
W. Bradley Trimble, Rector of St. Matthias Episcopal 
Church in Shreveport, The Hon. James C. Gardener, 
Shreveport mayor, Dr. Wyeth B. Worley, president of 
the Shreveport Medical Society and Dr. Jason C. 
Sanders, meeting chairman. The scientific program 
’ opened with talks by Drs. Edgar Hull, Chauncey M. 
Leake, and Willis J. Potts. A cocktail party and buffet 
supper closed the opening day events. 

Dr. Vincent P. Blandino, president-elect, presided 
over the morning session and Dr. Jason C. Sanders, 
second vice president, presided over the second after- 
noon program which featured scientific speakers Drs. 
G. Lombard Kelly, Julian P. Price, William P. Hurder 
and Dr. Potts. Dr. Esmond A. Fatter, chapter secre- 
tary, presided over the third and final day which closed 
at noon. Following a breakfast-meeting of the board of 
directors, Dr. Joseph B. Miller and Dr. Price presented 
scientific papers. 

The annual banquet with Dr. John R. Fowler, 
AAGP president, as guest speaker was held at the close 
of the second day (see cut). Dr. Jason P. Sanders served 
as master of ceremonies. 

New officers elected during the annual business 
meeting were: Dr. Vincent P. Blandino, president, Dr. 
Jason C. Sanders, president-elect, Dr. Esmond A. Fat- 
ter, first vice president, Dr. J. W. Crookshank, second 
vice president, Dr. Rafael C. Sanchez, secretary, and 
Dr. Vincent J. Sampognaro, treasurer (see cut). Ladies 
entertainment included a cocktail party and a luncheon- 
style show. Mrs. John R. Fowlér was a special guest. 
> A program including 11 guest speakers presented 
the scientific portion of the seventh annual scientific 
meeting of the Maryland chapter on October 26 and 
27 in Baltimore. An attendance of 350 doctors was 
registered. 

New officers for the chapter are president, Dr. 
Nathan Needle, Baltimore ; president-elect, Dr. Robert 
Farr, Chestertown; vice presidents, Drs. Nathanael R. 
Thomas, Ocean City, Philibert Artigiani, Baltimore, 
Archie Cohen, Clear Spring, and William Murphy, 
Rockville; and secretary-treasurer, Dr. Willard S. 
Parson, Baltimore. 

Following the annual business meeting and lunch, 
Dr. Merrill M. Cross moderated the afternoon scien- 
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Full House for Banquet— The installation banquet at the recent meet- 
ing of the Louisiana chapter shows Dr. Jason P. Sanders as master 
of ceremonies standing at the podium, and Academy President 
John R. Fowler, the guest speaker, seated with Mrs. Fowler immedi- 
ately to Dr. Sanders’ right. 


A Harvest Theme for Installation—New officers of the Mardi Gras 
State, Louisiana, are shown left to right: Dr. J. W. Crookshank, 
second vice president; Dr. Esmond A. Fatter, first vice president; 
Dr. Jason C. Sanders, president-elect; Dr. Vincent P. Blandino, presi- 
dent; Miss Helen Miller, executive secretary; Dr. Rafael C. Sanchez, 
secretary and Dr. Vincent J. Sampognaro, treasurer. 


tific session which featured four speakers. They were: 
Drs. Austin I. Dodson, Richmond; John Tilden 
Howard, Baltimore; Walter A. L. Thompson, New 
York; and Laurence F. Robbins, Boston. A question 
and answer discussion closed the day’s session. 

The second day, Dr. Nathan E. Needle, chapter 
president-elect, moderated lectures given by Drs. 
Elmer C. Bartels, Boston; Henry P. Laughlin, Wash- 
ington; and George L. Kelly, Augusta, Ga. Dr. Louis 
A. M. Krause moderated the afternoon session which 
was presented by the Maryland chapter of the American 
Gerontologic Society. 

The lecturers were Drs. F. D. Zeman, chief of 
medical services at the Home for Aged and Infirm He- 
brews, New York; C. Reid Edwards and J. E. Fine- 
singer of University of Maryland; and M. Ferderber of 
the University of Pittsburgh. 
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in URINARY DISTRESS 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or _ be readily adjusted to each patient by individualized 
chronic pyelonephritis, cystitis, urethritis or prostati- dosage of the total therapy. 

tis to seek your aid. In the interval before antibiotics, | SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
sulfonamides or other antibacterial measures can bottles of 50, 500, and 1,000. 

become effective, the nontoxic, compatible, analgesic Pynipium is the registered trade-mark of Nepera Chemical Co., ‘Inc., for 


action of Pyripium brings prompt relief from urgency, Merck Inc., sole distributor 
frequency, dysuria, nocturia or spasm. At the same 

Pe time, Pyripium imparts an orange-red color to the SHARP & DOHME 

— urine which reassures the patient. Used alone or in Philadelphia 1, Pa. 

mee combination with antibacterial agents, Pyrip1umM may Division of Merck & Co., Inc. 


170 GP Volume XIII, Number 1 


: 
i 
rad 
2 


Mr. Mac F. Cahal, executive secretary of the Acade- 
my, gave the banquet address. Another distinguished 
guest was the Rev. John F. McClelland of Christ Con- 
gregational Church in Silver Spring. Dr. Merrill M. 
Cross, retiring president of the chapter and toast- 
master of the banquet, gave a welcoming address and 
introduced the guests to an audience of 150. Dr. Wil- 
liam T. Layman, secretary-treasurer, introduced the 
new officers, and Dr. Nathan E. Needle, the new presi- 
dent, made chapter presentations and presented an en- 
graved serving tray to Retiring President Cross. The 
evening closed with a dance. 
> Nationwide publicity was given the report of the 
Traffic Trauma Committee of the California chapter 
at the Golden State’s seventh annual scientific meeting 
October 9-12 in San Francisco. The committee, headed 
by Dr. Donald G. Thompson, charged that “thou- 
sands of people who are hit by automobiles each year 
are needlessly killed, disfigured or maimed as a result 
of poor automobile grill, bumper, door handle and hood 
design.” 

The committee made nine recommendations in its 
report to curb what it calls “an alarming situation.” 
See photo of several California leaders displaying a 
car design which incorporates these safety suggestions. 

An array of 22 outstanding speakers presented the 
chapter’s scientific program this year, and an attend- 
ance of 2,281 was recorded (see cut). 

Dr. Charles A. Preuss, Santa Barbara, was installed 
as new president for the coming year. Other new 
officers are Dr. Joseph W. Telford, San Diego, presi- 
dent-elect ; Dr. Carroll B. Andrews, Sonoma, speaker of 
the congress ; Dr. Bert L. Davis, Palo Alto, vice speaker ; 
Dr. John G. Walsh, Sacramento, delegate to the As- 
sembly and Dr. J. Alison Cary, Morgan Hill, alternate 
delegate. 
> Dr. J. Hunter Fuchs of Richmond Hill, received the 
gavel from New York chapter’s retiring president, Dr. 
Garra Lester, at its seventh annual scientific meeting 
October 17-20 in New York City. Other new officers 
elected at this time were Dr. Richard Bellaire, Saranac 
Lake, president-elect; Dr. Seymour Fiske, vice presi- 
dent, and Dr. Raymond McKeeby, was re-elected 
secretary-treasurer. 

The scientific program was based on the theme: 
“From Before the Cradle to the Grave,” with all lectures 
slanted toward childhood, adulthood and old age, and 
the important role the family doctor plays in main- 
taining the high standard of health in this country. 

Each scientific session was followed with a scientific 
symposium in the afternoon. Benefits from the annual 
banquet, held the second day, were turned over to the 
American-Korean Foundation (see cué). Paul Whiteman 
aud his television orchestra entertained at the banquet. 


GP January 1956 


Automotive Safety Promotion—Four of the California chapter's 
safety promoters display a diagram of a hypothetical car which 
incorporates the committee’s safety suggestions. Left to right are 
Drs. Charles A. Preuss, the new California chapter president; 
John G. Walsh, retiring president; Donald G. Thompson, head of the 
Traffic Trauma Committee, and A. J. Franzi, secretary-treasurer. 


registered for the opening lecture of the seventh annual scientific 
meeting of the California chapter. 


Scientific speakers included Drs. Renato J. Azzari, 
president, New York State Medical Society; G. Lom- 
bard Kelly, Milton G. Potter, Philip M. Stimson, Mary 
A. Engle, Walsh McDermott, Carl H. Smith, Locke 
Mackenzie, Alton Ochsner, Howard C. Taylor, Jr., 
Harold D. Harvey, Raphaele Lattes, Archie L. Dean, 
Jr., Eugene F. Traub, Thomas McGavack, Currier 
McEwen, Duane Carr, Flanders Dunbar, Paul de Kruif, 
(Ph.D.), Herman Hilleboe and Francis J. Fuchs 
(Ph.D.). Dr. Howard Rusk, director of the Institute of 
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Two articles in the April 30th issue of 
The Journal of the AMA ** report on... 


an entirely new type of tranquilizer 
with muscle relaxant action — 
orally effective in 


ANXIETY, TENSION 
and MENTAL STRESS 


@ not related to reserpine or other tranquilizers 
@ no autonomic side effects 
@ selectively affects the thalamus 


@ well tolerated, not habit forming, effective within 30 minutes 
for a period of 6 hours 


@ supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets— 


3 times a day 
1. Selling, L. S.: J.A.M.A. 157: 2. Borrus, J. C.: J.A.M.A. 157: 
1594, 1955, 1596, 1955. 


iltown 


the original meprobamate 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 


U. S. Patent 2,724,720 


A product of original research by 
WALLACE LABORATORIES 


New Brunswick New Jersey 
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Physical Medicine and Rehabilitation in New York 
City, presented a live rehabilitation clinic. 

Ladies’ entertainment included a luncheon, a break- 
fast with an Interior Decorating Show and a Fur 
Fashion Show. 

On October 21 following the meeting the chapter’s 
first post-meeting cruise got under way aboard the S.S. 
Nassau. The week-long cruise took the group to Nassau. 

The 1956 scientific meeting of the New York chapter 
will be held in Buffalo. 

p At the recent annual meeting of the Mississippi 
chapter in Jackson, Dr. William E. Lotterhos of Jack- 
son, took over the presidency, succeeding Dr. W. M. 
Dabney of Crystal Springs (see cut). Other new officers 
elected at the two-day meeting are Dr. A. V. Beacham 
of Magnolia, former secretary-treasurer, who was 
named president-elect for 1955-56; Dr. D. A. McMil- 
lan, vice president; and Dr. Robert M. Seawright of 
Bolton, the new secretary-treasurer. The banquet 
speaker at this meeting was Dr. Malcom E. Phelps, 
AAGP vice president and chairman of the Board. Dean 
David S. Pankratz of the University Medical Center 
and Teaching Hospital gave a luncheon address. 

> The South Dakota chapter held its annual meeting 
in conjunction with the South Dakota Society of Obstet- 
rics and Gynecology. The two-day meeting was held in 
Huron on October 15 and 16. Guest scientific speakers 
included Drs. Leon S. McGoogan; Leo P. Heywood, 
assistant professor of obstetrics and gynecology; John 
R. Mitchell, assistant professor of pediatrics; Joseph 
F. Gross, assistant professor of orthopedics, all of 
Creighton University, Omaha, Nebraska. 

New officers, elected at the evening business meet- 
ing, are president, Dr. E. T. Lietzke of Beresford; vice 
president, Dr. H. J. Grau of Rapid City, and secretary- 
treasurer, Dr. Magni Davidson of Brookings. 
> Dr. Maurice F. Arnold of Hawkinsville was named 
president-elect of the Georgia chapter at its seventh 
annual meeting held in Augusta on October 19-20. 
Other new officers are Drs. W. G. Elliott of Cuthbert, 
president, Dr. Fred Simonton of Chickamauga, vice 
president, and Dr. Ben K. Looper of Canton, secretary- 
treasurer (see cut). New delegates and alternates are 
Drs. H. L. Cheves of Union and T. A. Sappington of 
Thomaston, delegates; and Charles McArthur of Cor- 
dele and Harvey Griggs of Conyers, alternates. 
> A program featuring seven scientific speakers and 
three films rounded out the eighth annual fall clinical 
meeting of the Arkansas chapter October 5-6 in 
Little Rock. At the election of officers, Dr. B. N. Saltz- 
man of Mountain Home was named president, Dr. W. 
A. Snodgrass, Jr. of Little Rock, president-elect, Dr. 
C. C. Long of Ozark, vice president, and Dr. L. A. 
Whittaker of Ft. Smith, secretary-treasurer. 
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Korean Benefit—Leading participants at New York chapter’s annual 
banquet, whose proceeds went to the American-Korean Foundation, 
exchange greetings in the ballroom of New York City’s Hotel Statler. 
Shown, left to right, are His Excellency, Dr. You Chan Yang, Korean 
Ambassador to the U.S.; General C. W. Christenberry, president of 
the American-Korean Foundation; Dr. J. Hunter Fuchs, New York 
chapter president and meeting chairman; Mr. Elmer Bobst, chair- 
man of the Warner-Hudnut board of directors; and Dr. Howard A. 
Rusk, chairman of the board of directors of the American-Korean 
Foundation. 


A Heartwarming Chat in Dixie— Mississippi chapter officers gathered 
for an after-meeting chat in Jackson with AAGP Board Chairman 
Malcom Phelps, El Reno, Okla., who was the banquet speaker. Shown, 
left to right, are Dr. W. M. Dabney, immediate past president; 
Dr. Robert M. Seowright, new secretary-treasurer; Dr. Phelps; Dr. 
William E. Lotterhos, new president and Dr. A.V. Beacham, president- 
elect. 


Guest apeakers were Drs. James W. Headstream, 
Raymond C. Goodman, Thomas Findley, James T. 
Wortham, Dean D. Wallace, John E. McDonald and 
John V. Goode. Each day’s scientific session was closed 
with a symposium, moderated by Drs. Richard Ebert 
and Gilbert O. Dean, respectively. 
> The Nevada chapter convened for its annual meet- 
ing at the Thunderbird Hotel in Las Vegas on Decem- 
ber 2. Scientific papers were presented by Dr. Hardin 
Branch, professor of psychiatry at the University of 
Utah Medical School in Salt Lake City; Dr. Bernard 
Hanley, clinical professor of obstetrics and gynecology 
at the University of Southern California at Los Angeles; 
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in infants... 


How Fer-In-Sol improved infants’ 
blood pictures 
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Chart adapted from Niccum, Jackson and Stearns: A.M.A. Am. J. Dis. Child. 86: 553, 1954. 


Mean hemoglobin determinations of infants on a predominantly 
milk diet receiving Fer-In-Sol. The Fer-In-Sol dose was 5 mg. 
of iron (0.2 cc.) per day at 3 months, increased to 10 mg. of iron 
(0.4 ce.) after 6 months of age.’ 


Fer-In-Sol 


Iron In a drop for infants and children 


“Iron deficiency anemia 
has a peak incidence 
between six months and 
two and one-half years...’ 


Smith and Rosello* found that the 
peak incidence of iron deficiency in 
infants and children occurred 
between the ages of 6 and 24 months, 
when growth is most rapid. 
Sturgeon‘ reports that published data 
indicate iron deficiency in infants 

is common. Although consuming 
normal diets, the majority of infants 
in the last half of the first year of 
life, and throughout the second 

year of life, “exist in relatively severe 
states of iron deficiency 

(30% or more depleted).’”* 


Niccum, Jackson and Stearns! found 
that prophylactic administration 

of Fer-In-Sol in small daily doses 
“was sufficient to maintain 
hemoglobin values at a constant 
level throughout the latter half of 
infancy in all full term infants’’.. . 
resulted in significantly higher 
hemoglobin values than did ferric 
ammonium citrate... did not 
produce gastrointestinal disturbances. 


FER-IN-SOL 


Fer-In-Sol® provides a pleasant way 
to supply ferrous sulfate—a well 
tolerated, well absorbed and 
efficiently utilized form of iron. 

The vehicle is acidulous to improve 
absorption and utilization. The good 
taste of the solution makes it 
readily acceptable to young children. 
And tolerance is good. 


Only 0.3 cc. of Fer-In-Sol supplies 
7.5 mg. of iron—more than the 
Recommended Daily Allowance for 
children up to 4 years old. 
Fer-In-Sol is supplied in 15 cc. and 
economical 50 cc. bottles, with the 
new calibrated ‘Safti-Dropper’ 

of unbreakable plastic. 


(2) Niccum, W. L.; Jackson, R. L., and 

Stearns, G.: A.M.A. Am. J. Dis. Child. 

86: 553, 1954. (2) Smith, 1. 

New York Acad. Med. 30: 155, 1954. 

«3) Smith, N. J., and Rosello,8.: J. Clin. 

Nutrition 1: 275, 1953. (4) Sturgeon, P.: 
iatrics 13; 107, 1954 
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and Academy Member Francis Hodges from San Fran- 
cisco. The meeting closed with a business session. 

>» The longevity of human life in future years was 
the point of discussion at the meeting of the Greater 
Kansas City Kansas-Missouri chapter on October 20. 
Dr. Robert A. Davison of Memphis, guest speaker, re- 
vealed outstanding facts about future health statistics. 
p> At the seventh annual meeting of the Wisconsin 
chapter held recently in Milwaukee, Dr. Robert Purtell 
of Milwaukee was named president-elect. Other new 
officers are Dr. Raymond Richards of Eau Claire, the 
new president who succeeds Dr. C. F. McDonald of 
Milwaukee; and Dr. Edgar End of Wauwatosa, secre- 
tary-treasurer. Dr. J. S. DeTar, AAGP president-elect, 
gave the banquet address at the close of the meeting. 
Guest speakers included Drs. Casper M. Epsteen, J. A. 
Bargen, James R. Hurley, A. G. Schutte, Edgar End, 
Peter J. Warter, John G. Young, Edgar S. Gordon, 
Marc J. Musser, Frederick Steigmann, Paul H. Holinger, 
W. C. Keettel, Walter P. Blount, Burton A. Waisbren, 
L. J. Van Heck and Mr. W. E. Syers of Austin, Tex. 
> An outstanding record-attendance of 530 doctors 
registered for the fifth annual fall refresher of the 
Minnesota chapter. Chapter-statistics show that this 
is a ratio of one of four practicing physicians in the 
state and one of three general practitioners. Door 
prizes were given and special merit awards and keys 
presented (see cut). 

> New officers elected at a recent meeting of the 
Missouri chapter are Dr. Thos. L. Dwyer, Mexico, 
president; Dr. Charles Martin, St. Louis, president- 
elect; Dr. Roy Pearse, Jr., Nevada, vice president; Dr. 
James Trolinger, Jackson, secretary-treasurer, and Mr. 
Ray McIntyre, Kirkwood, field secretary. 

> The seventh annual meeting of the North Carolina 
chapter held in Charlotte on October 16-18, proved to 
be the best meeting the chapter has had. Among the 
guest speakers were Dr. Ethan Allan Brown, Dr. Oscar 
Carl Hansen-Pruss and Dr. Paul Kimmelsteel. Dr. John 
M. Mewborn of Farmville was named president-elect 
and Dr. Fred G. Patterson of Chapel Hill, vice president 
at the election of officers. 

> The Vermont chapter reports a very successful 
annual meeting which was held last fall in Bretton 
Woods, N. H. The new officers are Dr. Donald Bashaw, 
Wallingford, president; Dr. Thomas Keenan, Rutland, 
vice president; Dr. Howard Farmer, St. Johnsbury, 
president-elect and Dr. William Heininger, Burlington, 
secretary-treasurer. 

> The fourth annual scientific session of the New 
Jersey chapter was held December 7 in Newark. 
President John R. Fowler was one of the five guest 
speakers. The meeting closed with a cocktail party for 
the doctors and their wives. 
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New Officers in Georgia—Jcaders of the Peach State are shown dur- 
ing the chapter’s recent meeting in Augusta. Seated, left to right, are 
Drs. Ben K. Looper, secretary-treasurer; George Alexander, imme- 
diate past president; W. G. Elliott, president and Fred Simonton, vice 
president. In the back row are Drs. Sage Harper (lef to right), di- 
rector; Peter Hydrick, editor of the Georgia General Practitioner; 
C. M. Templeton, director; T. A. Sappington, AAGP delegate and 
R. D. Walter, director. 


Official Presentations—Dr. James A. Cosgriff (right), a past presi- 
dent of the Minnesota chapter, bestows the president’s key upon his 
successor, Dr. H. E. Drill. Following this presentation (see the photo 
below), President Drill (right) presents the chapter’s merit award to 
Dr. Charles Cooper, a member of the AAGP Board of Directors. 


175 


! 
| 


thee. 
44 
— 
j 
4 
~ 
> 
w- 
J 


